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We are able to supply limited quantities of the preparations mentioned 
below, with full assurance of their identity and guality. Their field of 
usefulness has not been well defined, and the,evidence so far available 
mainly suggestive. In view of these fact we Supply the material 
without recommendation. 


PARATHYROIDS. (DESICCATED). 


Employed in such diseases as paralysis agitans, eclampsia, chorea, 
epilepsy and tetany. 

Supplied in bottles of 100 tablets, each eqitvaient to 3/5 grain of the 
fresh gland. Price, 4/6 per bottle, subject ts usual discount. 


PINEAL GLAND (DESICCATED). 


Suggested for use im treating mentally defective thildren, particularly in 
cases where there is no physical defect. Of ypomtible value in mongolism. 

Supplied in bottles of 100 tablets, each equivalest to 1/2 grain of the 
gland. Price, 20/- per bottle, subject to; wsual discount. 


ANTERIOR LOBE OF ‘THE 
PITUITARY BODY (DESICCATED). 


Of possible value in peculiar disturbances metabolism, delayed 
development (both mental and physical), and certain’ derangements of the 
genito-urimary system. 
; Supplied in bottles of 25 and 100 tablets, each containing 2 4/2 grains 
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of the desiccated tissue. Prices, |/9 and pet bottle respectively, subject 
to usual discount; 
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Section for the Studp of Disease in Children. 
May 28, 1915. 


Mr. Tuomas H. Ketuock, M.C., President of the Section, in the Chair. 


Hemiplegia in a Girl, aged 10 Years; Onset sudden but 
without Convulsions; no Evidence of Visceral Disease. 


By C. O. Hawrnorne, M.D. 


L. §., AGED 10 years. History of good health prior to April 4. On 
this day her mother left her sitting on a chair by the fireside, and, when 
returning shortly afterwards, found her lying on the floor paralysed on 
her right side and unable to speak plainly. She did not observe any- 
thing in the nature of a fit or convulsion. When admitted to the 
hospital on April 8 the girl had right hemiplegia, was unable to talk 
plainly, and had a temperature of 103° F. Examination otherwise 
negative, and cerebrospinal fluid apparently normal. The temperature 
fell to normal the next day, and the paralytic condition soon began to 
improve. 

Dr. Hawthorne said the point at issue was the pathological and 
anatomical diagnosis. He supposed that the more ordinary causes of 
hemiplegia might be excluded in the absence of visceral disease, albu- 
minuria, and evidences of syphilis. Hence it seemed that one was 
reduced to calling the case one of encephalitis, though this was far 
from a satisfactory diagnosis. He did not see the onset of the case, 
but the mother’s account of finding the child on the floor, without 
any sign of there having been a convulsion or fit, seemed fairly trust- 
worthy. If that were accepted, it seemed to remove the anatomical 
diagnosis from the cortex, because in the case of acute cortical lesions 
one would expect convulsions in the corresponding muscular area. He 
would be glad to receive any suggestions from members of the Section. 
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82 Pritchard: Cystic Lymphangioma in Infant 


DISCUSSION. 


In reply to the President, Dr. HAWTHORNE said there was no evidence of 
injury having been received by the patient. 


Dr. HARRY CAMPBELL confessed that the diagnosis advanced by Dr. 
Hawthorne did not greatly appeal to him. The onset of the hemiplegia was 
sudden, and it seemed improbable that encephalitis should cause a sudden 
hemiplegia. This diagnosis required that the encephalitis should be limited to 
the motor cortex of one side, and such a limitation was unlikely. He (the 
speaker) thought the illness was more likely to be due to a hemorrhage. 
Cerebral hwmorrhage sometimes occurred even when the blood-pressure was 
not raised. 


Dr. PORTER PARKINSON asked whether there was likely to be congenital 
syphilis in the case; whether the Wassermann test had been done. The onset 
suggested a vascular rather than an inflammatory lesion; and hemiplegia 
without involvement of any cranial nerves was unusual in anterior polio- 
encephalitis. Occasionally one saw cases in which one or more cranial nerves 
were affected, and there was hemiplegia with or without affection of the face; 
but it was unusual to find simple hemiplegia of this kind in encephalitis. 
If syphilis were present it could easily cause such a lesion as would account 
for the symptoms. 


Dr. HAWTHORNE, in reply, said he believed the Wassermann reaction was 
tried, but he could not at the moment be certain. The appearance of the 
child was quite free from any suggestion of inherited syphilis. He agreed 
with the principle underlying Dr. Harry Campbell’s remarks. His (the 
speaker's) belief was that the diagnosis was the one set forth in the descrip- 
tive title, and he did not think it could be taken further. 


Cystic Lymphangioma in Infant. 
By Eric PritcHarp, M.D. 


THIS case was shown to the Section on January 23, 1914, as one 
of persistent ‘“‘ caput succedaneum.” Subsequent events have proved 
that this view of its pathology is incorrect, and that the tumour is 
probably a congenital cystic hygroma or lymphangioma in an unusual 
situation. At the time the diagnosis was obscured by the fact that the 
tumour was the presenting part (left shoulder presentation) and that the 
contents of the cyst, which were drawn off by the hypodermic needle, 
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consisted of a blood-stained fluid like blood serum. The tumour has 
continued to increase in size pari passu with the growth of the infant. 

Dr. Pritchard said he was showing the case again because previously 
there was considerable doubt as to the diagnosis. But since first 
showing the case the tumour had been getting larger as the child had 
grown, and no doubt the former diagnosis of caput succedaneum was 
wrong. Probably it was a cystic lymphangioma. The difficulty about 
that diagnosis was the fact that in drawing off some of the fluid it was 
found to be blood-stained. He did not know whether that was due 
to the presenting part suffering some trauma at the time of birth. 
Some of these cystic hygromata contained curious things. Many years 
ago, when he was a student at Radcliffe Infirmary, Oxford, Mr. Morgan 
showed a case of cystic hygroma—a red, swollen and painful tumour. 
He asked the students what they thought it was, and the general view 
was that it was an ordinary abscess in the neck. But Mr. Morgan 
laughed and said it only contained clear fluid. A few days afterwards 
the case was taken into the operating room, and when Mr. Morgan 
opened it, much pus gushed forth, which made one wonder whether it 
was, after all, lymphangioma. 


DISCUSSION. 


The PRESIDENT asked whether Dr. Pritchard intended to have anything 
surgical done. These swellings sometimes behaved curiously; they were 
liable to attacks of acute inflammation arising spontaneously, and this was 
also likely to occur if interfered with surgically and not completely removed ; 
whereas, if they were left alone they often became gradually smaller and finally 
disappeared. Not long ago a man came home from Sicily bringing with him 
a boy, aged 14, and said he thought Mr. Kellock would like to see him again. 
It appeared that the boy as a young child had been in the Children’s Hospital 
in Great Ormond Street with a large hygroma of the forearm. The father 
said a surgeon in Italy had removed a small piece, examined it, and said it 
was lymphangioma. This was the only operation that had been done. When 
seen, the arm was practically normal. When inflamed, these tumours often 
resembled sarcoma. Interference in the present case might cause trouble; 
if left alone it would be harmless, and might in time disappear. 


Dr. PRITCHARD replied that he was glad to hear the President's suggestion 
to leave the tumour alone; it accorded with his own idea. The mother was 
anxious to have something done immediately. 


84 Thursfield: Defective Patella and Contraction of Limbs 


Child with Defective Patelle and Contraction of Limbs. 
Case for Diagnosis. 


By H. THurRsFIeLD, M.D. 


CHILD, aged 8 months, with asymmetry of head and chest ; thumbs 
flexed into palms ; legs flexed at knee-joints, cannot be fully extended ; 
patelle obviously defective. Talipes of both feet. Fourth child, full 
term, natural labour; other three alive. No miscarriage. Mother 
quite healthy during pregnancy. Diagnosis of condition required, and 
suggestions as to treatment of the legs. 


DISCUSSION. 


Dr. THURSFIELD said he was grateful to those members who called his 
attention to the fact that the description he had set down was false; the 
child was possessed of patella and fibula. He was obliged to Dr. Cockayne for 
having directed his attention to a paper in the Zeitschrift fiir Kinderheilkunde, 
describing two cases which seemed to be closely allied to this condition. 
The author of that paper, apparently, attributed the condition to a deficiency 
of the pituitary body; at any rate in one case, in which he obtained an autopsy, 
he found the surface of the hypophysis shrunken and the organ flattened ; the 
other ductless glands were all right, and the conclusion arrived at was that the 
condition was due to a partial giant growth, of congenital nature, which caused 
a general bone deficiency ; and perhaps also early intra-uterine destruction due 
to disease of the endocrine glands. He supposed his surgical colleagues would 
be able to strengthen the limbs of this patient. If anything further happened, 
he hoped to report to the Section later. 


Dr. F. PARKES WEBER said he remembered a child who was shown 
some years ago at a clinical meeting of the Medical Society of London, by 
Dr. F. J. Poynton.’ The child had very long fingers and toes, and Dr. Poynton 
called the case one of “ Atavism,” but it evidently corresponded to Dr. 
Thursfield’s case and the cases of so-called “ Arachnodactylie” to which 
Dr. Thursfield had alluded. It would be interesting to follow the progress 
of Dr. Thursfield’s patient. In regard to the possible rédle of the pituitary 
gland in such cases, it should be borne in mind that the same condition of 
the pituitary gland which in adults produced the changes in the extremities 
characteristic of acromegaly might in earlier life (whilst the patient was 
growing in length of body and limbs) give rise to a condition of giant 
growth in regard to the height of the body and the length of the limbs. 


' F, J. Poynton, ‘‘ Case of Atavism,” Trans. Med. Soc. Lond., 1903, xxvi, p. 338. 
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Dr. ERIC PRITCHARD thought any pathology by which it was sought to 
explain this condition should take into account the asymmetry, which was 
extraordinarily well marked in the head and chest. If it was due to some 
internal secretion, it was difficult to see how it would explain the occurrence 
of asymmetrical growth on the two sides. He regarded the child as mentally 
defective. It also had physical stigmata in other parts—the ears were deformed 
and very large. He would expect to find some nervous lesion, rather than a 
glandular defect. 


Case of Polio-encephalomyelitis. 


By Mauve Ricwarps, M.B. 
(Introduced by Eric PritcHarp, M.D.) 


THE patient, a healthy boy, aged 7 years, developed a squint and 
double vision on April 27. He was brought to the Queen’s Hospital for 
Children on May 3, when he was examined, but no other lesion could 
be discovered. On May 8 the parents noticed weakness in right arm 
and dragging of right leg. On May 10 he was brought again to the 
hospital, and then complete palsy of sixth left nerve was discovered. 
No nystagmus. Disks normal. Partial paralysis of right twelfth nerve. 
Shoulder-girdle: Some weakness of right side. Arms: No wasting of 
arm and hand muscles; temperature of both the same; weakness of 
right arm and hand; grip poor on right; right thumb and fifth finger 
can only be opposed with difficulty ; jerks +, more so on left side. 
Abdomen: Reflexes on left side active, absent in upper half on right 
side; no wasting. Legs: No wasting; right leg and foot colder than 
left; weakness of muscles; knee-jerks active on right, exaggerated on 
left ; no ankle clonus ; ? extensor response on right, flexor on left. 

On May 14 the boy was admitted to the hospital. New lesions 
found to be present. Seventh nerve palsy (incomplete type) on the 


right side ; eighth nerve affected ; partial deafness ; taste normal. Arms: — 


No wasting; grip on right side weaker than left; jerks exaggerated on 
right, active on left; total inability to oppose thumb and fifth finger ; 
marked dysdiadokokinesis on right side. Abdomen: Reflexes absent on 
right side. Legs: Weakness greater on right side; right colder than 
left; knee-jerks, clonus on right, exaggerated on left; no ankle clonus ; 
Babinski’s sign on right side, flexor response on left. No spasticity. 
Inco-ordination in walking. No Rombergism. Sensation to light, and 
painful touch on right leg and foot slightly diminished, otherwise 
normal. 
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86 Rolleston: Case of Ectrodactyly 


DISCUSSION. 


Dr. ErR1c PRITCHARD, in the absence of the exhibitor, said it was not an 
easy case to comprehend. At the present time it presented the appearance 
of hemiplegia with paralysis of sixth and seventh nerves on the opposite side, 
pointing to a lesion on the left side of the pons, at the level of the exit of 
the seventh nerve. The result of the Wassermann test was not absolutely 
definite; there was partial hemolysis. It would be repeated. There was 
possibly a tumour or syphilitic lesion in the pons. 


Dr. C. O. HAWTHORNE said he hoped members would hear of this case 
again, as manifestly it was a very complicated and difficult one. He would like 
to entertain the view that there was possibly a tumour at the base of the 
brain. Intracranial tumours show variations in symptoms, presumably from 
varying degrees of vascular congestion produced in their neighbourhood. He 
did not think, therefore, that the clinical history of the case excluded the 
diagnosis of tumour. 


Case of Ectrodactyly. 
By J. D. Rotieston, M.D. 


GIRL, aged 3 years. Right upper arm and forearm are of the 
same size as the left, but the right hand is rudimentary. The right 
metacarpus is 2°5 cm. long by 4 cm. broad, the left 5°5 cm. by 6°5 cm. 
broad. The phalanges of the right hand are represented by five small 
tubercles ; the thumb tubercle is the largest, being 9 mm. in length, and 
alone carries a nail, the little finger is 2 mm. long, and the second and 
third fingers only 1 mm. long. The thumb rudiment and, to a less 
extent, the other tubercles, are movable at will; there is no trace of 
a scar. The left upper limb and both lower limbs are normal, and 
there are no other external deformities nor apparent visceral anomalies. 
Apart from the ectrodactyly the child is well developed. The parents 
and two other children in the family present no deformity. The 
mother attributed the patient’s deformity to having seen, during the 
fourth month of pregnancy, her eldest daughter catch her fingers in 
a mangle. The girl escaped with slight bruising of the fingers, and 
the mother did not anticipate the deformity of her child. 

Dr. Rolleston said ectrodactyly was a lesser degree of deformity than 
ectromelus, of which Dr. Cautley had shown a case at the last meeting.’ 


' Proceedings, 1915, viii (Child, Sect.), p. 69. 
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Both terms were invented by the celebrated anatomist Isidore Geoffroy 
Saint-Hilaire,’ in 1832. Several explanations for the condition had 
been offered, one of which was maternal impressions. There was such 
a history in this case, but, unfortunately, the supposed maternal impres- 
sion occurred two months after the limbs had been separated into three 
segments. There were also the theories of constriction by a band and 
intra-uterine amputation. And mal-development of the central nervous 
system, acting as a trophic centre, had also been invoked. With regard 
to the first two theories, there was no evidence of a sulcus such as would 
be caused by a constricting band, nor evidence of a scar, the result of 
an intra-uterine amputation. The presence of rudimentary fingers did 
not negative the theory of intra-uterine amputation, because the human 


Case gf ectrodactyly. 


embryo, like the adult salamander and some amphibians, had the power 
of regenerating portions of limbs.? The question as to mal-development 
of the nervous system could not be settled. Several cases had been 
recorded in which mal-development of the cervical enlargement had 
been associated with thoracic ectrodactyly or thoracic ectromelus® and © 
absence or mal-development of the lumbar enlargement had been 


' «« Histoire des anomalies de l’organisation chez "homme et les animaux,”’ Paris, 1832. 


2J. W. Ballantyne, ‘‘ Ante-natal Pathology and Hygiene: the Embryo,” Edinb., 1904, 
pp. 195-196; M. Duval, ‘‘ Nouveau Traité de Pathologie générale,” 1912, i, p. 318. 


* Guinard, quoted by Meunier, Nouv. Icon. Salpétr., 1897, x, p. 15; Troisier, Bull. Soc. 
Anat. de Par., 1873, 5 sér., vi, p. 140; Variot, Bull. Soc. d’Anthrop. de Par., 1890, 4 sér., 
i, p. 487. 


88 Goffe: Case of Deformity of Left Hand 


associated with abdominal ectromelus.’ Hereditary syphilis had been 
given as a cause of mal-development of the nervous system,” but in 
his case there was no evidence nor history of that disease. He had 
not had a full account of the skiagram, but apparently all the bones 
were present except those of the phalanges. 


Case of Deformity of the Left Hand, with Constriction of 
the Right Forearm. 


By E. G. L. Gorre, M.D. 
FEMALE, aged 4 years. 


DISCUSSION. 


Dr. GOFFE regretted that the case similar to Dr. Rolleston’s had not come. 
His patient was a boy, and the deformity was on the left side, a point 
mentioned by Dr. Cautley in the notes on his case of ectromelus, shown at a 
meeting of this Section on March 26, 1915: “ Such cases were more frequent 
in boys than in girls, and more common on the left side than on the right.” 


Dr. C. O. HAWTHORNE asked whether one could properly rule out the 
possibility of intra-uterine amputation because no scar could be seen on the 
stump. If amputation took place in early intra-uterine life, the limb would be 
very small. He thought it possible for such an amputation to occur and yet 
leave nothing which would catch the eye ang be recognised as a scar in later life. 
One of Dr. Goffe’s cases showed a groove of constriction; and he had seen several 
cases with a groove on one limb, and absence of a portion of the limb on the 
opposite side. Some years ago he showed, before the Children’s Society,’ a 
case in which there was a complete groove on one thigh, and another groove 
completely encircling the abdomen. The case was figured in the reports of the 
Society. Such experiences suggested a stage stopping short of amputation, and 
lent colour to the suggestion that absence of a peripheral portion of a limb was 
due to the action of some constricting agent. Another point in Dr. Rolleston’s 
case was the presence of rudimentary fingers on the stump. Dr. Hawthorne 
quite agreed that this did not neutralise the suggestion of intra-uterine amputa- 
tion. He had figured a case in which such rudimentary fingers were present 


' Serres, quoted by Meunier, loc. cit, 

*E. Fournier, Theses de Par., 1897-98, No. 391; G. Gasne, Nouv. Icon. Salpétr., 1897, 
x, p. 31. 

* Rep. Soc. Study Dis. Child., 1908, iii, p. 29. 
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on a stump in the immediate neighbourhood of the elbow-joint. Hence the 
capacity of the proximal part of the limb, in a certain stage of development, 
to produce digits, existed even though a considerable part of the limb was 
removed. 


Amaurotic Family Idiocy (Waren Tay-Sachs Disease). 
By F. E. Batten, M.D., and MinpRep A. JUKEs. 


R. L., AGED 11 months. Born of Jewish parents at full term, and 
apparently normal at birth. Weakness of the arms and legs was soon 
observed, and at the age of three months the mother noticed that the 
child was blind. The child is the youngest of eight; one sister, simi- 
larly affected, died in infancy one year ago. She is a well-nourished 
child, but feeble; cannot sit up without support. There is no rigidity ; 
all reflexes are normal. The child takes no notice of her surroundings, 
lies quietly in bed, and is not irritable. There is some perception of 
light, otherwise the child appears to be blind. On examination of the 
fundi, the typical white patch is seen on the macule with a central, 
cherry-red spot. The cerebrospinal fluid is normal. The Wassermann 
reaction is negative. 


Pericarditis in Diphtheria. 
By Fiepor, M.B. 


A Boy, aged 3 years, was admitted to hospital for laryngeal diphtheria 
on November 30, 1914. Tracheotomy was performed shortly after 
admission, with instant relief. On December 14 the cardiac rhythm 
became irregular. On January 11, 1915, a faint systolic murmur was 
heard at the apex. On February 27 the cardiac dullness was greatly 
increased in both directions, and a soft ventricular murmur was heard 
at the apex, in the axilla and pulmonary area, and there was occasional 
reduplication of the second sound. On March 1 the murmur was heard 
in all the areas, but best at the apex. The cardiac dullness was slightly 
decreased on the right. On March 5 the general condition of the patient 
was much worse, cyanosis was marked. The cardiac dullness was 
greatly increased in both directions, and a harsh, double murmur was 
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heard in all the areas. A diagnosis of pericarditis was now made. 
March 8: Cardiac dullness considerably reduced. A mid-diastolic 
murmur was heard within the apex. By March 15 the cardiac dullness 
was again greatly enlarged, and death took place on March 23. 

Post-mortem : The parietal and visceral layers of the pericardium 
showed recent pericarditis. There was about 10 oz. of serous peri- 
cardial fluid. Mitral valve: Edges thickened and eroded. Aortic and 
pulmonary valves healthy. Left ventricle hypertrophied ; right ven- 
tricle slightly hypertrophied. Great cedema of pericardium and tissues 
at root of neck, including the thymus. Lungs almost airless; no 
tubercle; no evidence of consolidation. Very little fluid in pleural 
cavity. Slight cedema of mesentery. Gall-bladder cedematous, walls 
being about 4 in. thick. 


Dr. J. D. ROLLESTON said pericarditis was a very unusual event in diph- 
theria; he had very seldom been able to diagnose it during life, and he had 
never seen it on the post-mortem table. About the only lesion one found in 
the pericardium in diphtheria was pericardial petechiw, which were liable to 
occur in severe hemorrhagic cases. Occasionally there might be hwmorrhagic 
effusions in the pericardium in cases of diphtheria. Not long ago two 
specimens were shown to the Section of pericarditis in scarlet fever ;' that was 
not so rare an occurrence in scarlet fever as it was in diphtheria. There were 
no statistics of the latter; but in scarlet fever, according to the statistics of the 
Metropolitan Asylum Board for the ten years 1900-09, the frequency of the 
association was 0°10 per cent. In the present case it might be doubted 
whether diphtheria was entirely responsible for the pericarditis, for though the 
account showed there was some cardiac mischief before, the pericarditis did 
not come on until two months after the attack of diphtheria. There might 
have been some latent rheumatism. 


' E. B. Gunson, Proceedings, 1915, viii (Child. Sect.), p. 35 ; E. G. L. Goffe, ibid., p. 36. 
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Case of Hypopituitarism. 
By F. Lanameap, M.D. 


W. H., MALE, aged 19 years 3 months. 
History: The boy has always been noticed to be backward, and did 
not talk properly till nearly 4 years old, nor walk alone till nearly the 


Case of hypopituitarism. 


age of 3 years. At school he made but little progress. Between the 
ages of 5 and 7 years he is said to have been kept in bed because of 
tuberculosis of the left hip-joint, during which time he became very 
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thin. Afterwards he attended a “cripple” school for two years. He 
then appeared to be in good health, but was slow in learning. At the 
age of 12 years he began to get very fat. He remained at school till 
the age of 14 years, and since then has done a little light work. 
According to his mother, he has shunned the society of other boys, 
appearing to be very sensitive about his size. Since Christmas, 1914, 
he has had six convulsions, during some of which he has bitten his 
tongue ; they are not preceded by an aura. The longest fit lasted about 
ten minutes. From earliest infancy it has been noticed that he has 
passed a large amount of urine. Since the onset of fits he has com- 
plained of slight headache, but it does not appear to be a marked feature. 

Family history: He is one of a family of seven, five of whom are 
strong and well, and are not unduly fat. One died in infancy from 
measles. 

Present condition: The boy is extremely obese, as shown by the 
photograph and the following measurements: Height, 58 in.; upper 
arm, circumference, 114 in.; forearm, circumference, right 11 in. ; left, 
102 in.; chest, 31 in.; abdomen (umbilical girth), 43 in.; thigh, 104 in. ; 
calf, 14 in. His general development, mental and physical, approxi- 
mates to that of a boy aged 11 or 12 years, rather than 19 years. 
The genitalia are rudimentary, the testicles being felt with difficulty and 
being no larger than peas. There is no hair on the face, but some in 
the suprapubic region. The breasts and general development are of the 
female rather than of the male character. The voice does not appear 
to have broken, though it is not strikingly infantile or feminine. The 
amount of urine passed per diem varies between 104 and 300 oz. He 
also suffers from polydipsia, the amount of fluid taken varying roughly 
in proportion to the polyuria. The optic disks and the fields of vision 
are normal. The blood-pressure appears to be equal to between 110 
and 130 mm. of mercury, but the figure is not very reliable owing to the 
obesity. The pulse is small and easily compressible. Weight, 11 st. 

Sugar tolerance has not yet been tested adequately, as it has been 
found impossible to get him to retain a sufficient amount of the only 
glucose available: the urine, tested hourly after about 198 grm. were 
retained, contained no sugar, however.’ 

The diagnosis is established by a skiagram of the pituitary fossa, 
which is seen to be minute, the posterior clinoid region being greatly 
thickened. 


' Tested at a later date, about 400 grm. were tolerated without glycosuria. 
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Localising Brain Symptoms (Hemiplegia and Hemispasm) as 
Early Events in Tuberculous Meningitis. 


By C. O. HawrHorne, M.D. 


In many cases of tuberculous meningitis, perhaps in the majority, 
the early diagnosis is difficult because the symptoms are general, vague 
and indefinite ; and indeed it is not very unusual for the disease to run 
its course to a fatal termination without any more precise announce- 
ment of a brain lesion than a gradually increasing coma, with or with- 
out vomiting. In other instances there occur, in addition, motor 
disturbances—paralyses or convulsions—which in such circumstances 
as those just proposed are highly significant and make the identification 
of the clinical picture a fairly confident and easy one. A squint is 
perhaps the most frequent of these paralyses, though other localised 
palsies are far from being unknown. Convulsions, also, are not 
uncommon in the later phases of the disease, and while they may 
occasionally be localised their distribution is in most instances wide- 
spread and bilateral. Speaking generally, all such events are relatively 
late phenomena, and it is their postponement which is largely respon- 
sible for the preliminary period of diagnostic hesitation or uncertainty, 
qualified though this may be by a greater or less measure of suspicion. 

As a contrast to this story of gradual and insidious movement, and 
of defective and delayed clinical definition, it is necessary to note that 
occasionally tuberculous meningitis has an abrupt onset, and that this 
may take the form either of localised palsies or of localised convulsions. 
Such experiences are hardly likely in themselves to suggest tuberculous 
meningitis, seeing that the palsies and convulsions of this disease are 
usually not early, but late features of the clinical history. The diagnosis 
in such circumstances may contemplate the possibility of an intra- - 
cranial tumour or of an attack of encephalitis; or again, at least in 
regard to convulsions, an explanation may be hoped for in the direction 
of “reflex irritation” arising from such influences as troublesome 
dentition, digestive disturbances, intestinal parasites, and so on, such 
a view of the position being facilitated, perhaps, by the temporary 
character of the convulsive or paralytic events. There would seem, 
therefore, to be some practical value in illustrations of the statement 
that a localised paralysis or a unilateral convulsive seizure may mean 
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the clinical beginning of tuberculous meningitis. So wide a departure 
from the usual course of the disease may readily mislead both diagnosis 
and prognosis, and the occasional cases which illustrate it are therefore 
worthy of record. It is from this point of view that the two following 
cases are summarised and presented. In each instance the sequel 
placed the diagnosis beyond doubt, but at the outset it was not easy to 
frame a confident interpretation. 

The first patient was a boy aged 10 years. At one time he had 
had some enlarged glands, but otherwise had enjoyed very good health. 
On September 18 he was said to have been sick while at school, but 
this was regarded as a matter of no consequence, and on the two 
following days he was as active and happy as usual. During the night 
of September 20, however, he again vomited, and in the morning it 
was noticed that his speech was peculiar and his face “ drawn.” 
Examination showed a paralysis of the left face and left upper limb, 
with a doubtful extensor response in the left foot. The paralysis 
disappeared in the course of forty-eight hours and the boy seemed quite 
well again. But on the following day there were repeated convulsive 
seizures, limited to the left limbs, and apparent inability to speak, 
though no coma or unconsciousness. On the cessation of the convul- 
sions left hemiplegia was again observed, but otherwise clinical 
examination was entirely negative, this remark including both the 
fundus oculi and the cerebrospinal fluid. During the convulsive 
seizures the temperature rose to 101° F., but prior to this it had been 
normal or just above 99° F. Later the paralysis entirely disappeared, 
but headache, persistent vomiting, febrile temperatures, and abundant 
cellular elements in the cerebrospinal fluid, left no room for uncertainty 
in the diagnosis. In the early days of the case, however, it was not 
easy to be confident. The boy, it is true, had twice vomited before the 
paralysis was observed, but he made no complaint and showed so 
little evidence of general disturbance that his mother took him out to 
the doctor’s house, and it was there that the hemi-paresis was noticed. 
At that date a diagnosis of tuberculous meningitis would have appeared 
in sharp contradiction to the patient’s general condition, yet subsequent 
events showed that this was the true interpretation. (I am indebted to 
Dr. J. D. R. Monro for assistance in completing the notes in this case.) 

The second patient was a boy aged 1 year 7 months. He was 
brought hurriedly to the hospital because he had been suddenly seized 
with convulsions, and these, it was seen, were strictly limited to the 
right side. The rectal temperature was 98°2°F. The child was at once 
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admitted, and after an hour or so the convulsions ceased. On the 
following day he appeared to be quite well and there seemed to be no 
reason to resist the mother’s determination to take him home; there 
was no paralysis or other evidence of organic disease, and the cerebro- 
spinal fluid was free from any excess of cells and from micro-organisms. 
In two days’ time the boy was again brought to the hospital with 
further convulsive seizures, and he gradually developed characteristic 
signs of tuberculous meningitis ; the cerebrospinal fluid showed a mild 
degree of lymphocytosis, but no bacilli were found in it. The diagnosis 
was confirmed by post-mortem examination. 

As in the first case, the peculiarity of the second record is the early 
development of motor disturbances suggesting a localised lesion in the 
brain and ceasing before the more generalised symptoms of meningitis 
displayed themselves. The absence of change in the earlier examinations 
of the cerebrospinal fluid is likewise illustrated in each record, but this 
is hardly an uncommon experience in tuberculous meningitis; the same 
may be said of the failure to find tubercle bacilli, even in the later tests. 

The question may be asked, how are these early, sudden, limited, 
and transitory developments, of paresis in the one case and of convulsions 
in the other, to be explained? Convulsions and paralysis are, of course, 
not infrequent in the later stages of tuberculous meningitis, and are 
then presumably due to such events as increased intracranial pressure, 
encephalitis, and cerebral softening following vascular obstruction. It 
is not easy to apply any of these explanations to an early and temporary 
hemi-paresis such as is described in the first of the two cases here 
recorded ; and though the invasion of the disease, as is the case also in 
other infections in childhood, may be marked by generalised convulsions, 
the cause of these, whatever it be, will hardly apply to the strictly uni- 
lateral spasm which marked the onset of the second case. On the face 
of both histories there would appear the suggestion that the sudden and 
limited motor phenomena marked the arrival of the specific irritant 
within the cranial cavity and its application to a localised area of brain 
tissue. That the tuberculous meningitis was in each instance a develop- 
ment secondary to some primary tuberculous focus may be accepted as 
certain, and indeed in the case of the infant this issue is closed beyond 
moral doubt, as the necropsy showed extensive disease of the mediastinal 
glands. Presumably, from such primary source the irritant reached the 
brain through the blood-stream and in the fashion of an embolus, or 
rather as minute multiple emboli. It is not difficult to believe that the 
sudden arrival of such emboli, if and when they fall in force on the 
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motor cortex of one hemisphere, would be capable of producing in 
the cortex disturbances which might express themselves clinically either 
as unilateral convulsions or unilateral paralysis. Nor is it difficult to 
advance to the position that this sudden blow might, after a time, be 
followed by a local recovery of nerve function, with consequent dis- 
appearance of the convulsions and paralysis. The subsequent appearance 
of the signs of a generalised meningitis must doubtless be explained by 
the tendency of the specific irritant, when once implanted, to produce 
a gradually extending infection. Perhaps the chief difficulty in accepting 
such an explanation is the rarity of such events as are here recorded. 
Tuberculous meningitis is usually, if not invariably, secondary to primary 
tubercle existing in the chest or other part of the body, and equally the 
infection is commonly conveyed by the blood-stream. Why, then, do the 
specific emboli not frequently announce their arrival by such localising 
events as unilateral convulsions or hemi-paresis? To say that the 
emboli are not usually distributed in the fashion necessary to produce 
these manifestations is consistent with the facts, but it only pushes 
the difficulty back by a stage. The position is, however, hardly 
more acute here than it is in relation to the localisation of emboli 
generally, for it would be a hard task to explain why such bodies, arising 
from corresponding sources, say the left auricular appendix, show, in 
different cases, a great variety in the pattern of their distribution. The 
same comment may be made in relation to the problem now at issue, 
and it does not seem possible to carry the position further than to say 
that, whilst such an experience is not common, the arrival of the 
infection in tuberculous meningitis may be marked by limited motor 
phenomena suggestive of a localised cerebral lesion. That a localised 
tuberculous lesion within the skull may be the centre from which 
spreads a diffuse meningitis seems highly probable, if not certain, seeing 
that occasionally, with tuberculous meningitis, a limited area of obviously 
old-standing disease is present. In such cases the first infection has 
doubtless become controlled, and later, under influences which cannot 
be defined, has presumably taken on renewed activity. Again, occasion- 
ally in a case of phthisis pulmonalis there develops some acute cerebral 
event, for example, an ocular paralysis, and after an interval, it may be 
of several weeks, the symptoms of a generalised meningitis appear. 
Here, also, the probabilities would appear to be that a limited infection 
has resulted from the entrance of the irritant into the blood-stream, 
that it has for a time remained limited, and then has given rise to a 
spreading infection by continuity or contiguity of tissue. In the cases 
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recorded in this paper it is suggested that the order of events is similar 
to that just described, with this trifling exception, that the period of 
limitation or quiescence of the primary cerebral infection was ‘of less 
duration, being indeed a matter of days rather than of weeks. In this 
way it seems possible to explain both the early and local distribution of 
the paralysis and convulsions and the subsequent development, after an 
interval of quiescence, of the usual clinical features of the disease. 

(Two case records with histories similar to those described in this 
paper are reported in an article by Dr. L. W. Sauer in the Archives of 
Pediatrics, December, 1914.) 


DISCUSSION. 


Dr. HARRY CAMPBELL desired to congratulate Dr. Hawthorne on his most 
interesting and lucid exposition ; it was delightful to hear a case presented in 
so simple and understandable a fashion. He ventured to suggest, as an alter- 
native explanation of these two cases, the possible presence of a latent tuber- 
culous tumour, which suddenly took on active development, and subsequently 
led to a generalised tuberculosis of the meninges. Still, he acknowledged the 
ingenuity of Dr. Hawthorne’s suggestion. 


Dr. ERIC PRITCHARD wished to refer to one small point in this exceedingly 
interesting paper. The author suggested that such conditions might be due to 
embolisms from a lesion in a remote part; he (the speaker) therefore asked 
whether, in the second case quoted, there was any evidence of a primary focus 
in any other part of the body. It was somewhat difficult to understand how 
an embolism could reach the brain unless it arose from the pulmonic area; 
it would have to go through the lung in the first place, and cause an infarct 
there. It seemed to him that Dr. Hawthorne’s very ingenious hypothesis. 
would apply more to cases in which there was a disturbance of some, possibly 
latent, focus in the lungs or brain itself, which caused an embolism in some. 
fresh situation. 


Dr. E. G. L. GOFFE desired to mention a case of interest in connexion 
with the present one. A man, aged about 28 years, was certified as suffering 
from cerebrospinal meningitis. He was in the hospital four days, and 
gradually developed a condition of coma, followed by hemiplegia. Some 
cerebrospinal fluid was withdrawn, and a Gram-negative diplococcus was. 
found. The man died about twenty-four hours after the hemiplegia came on. 
About six hours before death he coughed up a good deal of pus. The patient 
had been under treatment for eighteen months at the hands of his doctor, 
who had arrived at no definite diagnosis. Caseating tuberculous glands were. 
found in the mesentery and the mediastinum ; and there was a cavity, the size 
of a lemon, in each lung. No lesion macroscopically discernible could be found 
in the brain or meninges other than congestion of the blood-vessels. 
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Dr. HAWTHORNE, in answer to Dr. Harry Campbell’s comments, said that 
his controversial weapons were somewhat blunted seeing that he made a 
similar suggestion in Dr. Pritchard’s case. But in his (the speaker’s) second 
case there was a post-mortem examination, and no tubercular focus, such as 
might lead to meningitis, was found. The difficulty which Dr. Pritchard 
raised was one which came up perennially in reference to the spread of 
tuberculous meningitis. While everyone allowed that the development was 
secondary to a primary focus, the difficulty was to understand how it came 
about that the embolus had reached the brain while there was no evidence in 
the lung. But was it not a point on which anatomists agreed that the 
pulmonary capillaries were of somewhat larger calibre than were the systemic 
capillaries? In this event, an embolus could pass through the pulmonary 
capillaries and yet be arrested by the systemic. He agreed that it was not 
easy, in many cases of tuberculous meningitis, whether the hemiplegia was 
early or late, to put one’s finger upon a localised mass and say, “ Here is 
sufficient to account for the existence of a localised paralysis.” 


Clinical Section. 
May 14, 1915. 
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Case of Double Osteotomy of Tibie Ten Years after Operation. 


By Tuomas H. Kewtock, M.C. 


PATIENT, a boy, now aged 13. When aged 3, he had badly deformed 
tibise which were much bowed outwards and forwards, and there was 


Skiagram showing present condition of the bones. 
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The father of one of the children, writing to me some time later, 
says: “‘ Very curiously, the doctor who treated him when he left the 
Home had an exactly similar case recently, but owing to the experience 
he gained with our boy he was able to locate the trouble, and found six 
strands of hair which had cut through to the urethra but had not 
actually cut it.” 

Prevention is of course better than treatment. This is one of 
the troubles that may follow a complete circumcision with permanent 
exposure of the glans, and so is an argument in favour of a modified 
operation where some prepuce is left. Failing prevention, an early 
recognition of the cause and its removal would prevent serious con- 
sequences. When the latter, in the shape of a deep sulcus, a narrow 
isthmus and division more or less complete, of the urethra, have 
occurred, a plastic operation must be performed, and this is a matter 
of considerable difficulty. I am glad to say that in two of the cases 
I have been able to promote adhesion between the divided surfaces and 
re-establish the urethra; in the other case the attempt to do so was 
followed by gangrene of the glans, and so the child is left in the unfor- 
tunate condition of having a penis without a glans, and the possibility 
of trouble with stricture at the opening of the urethra, but fortunately 
up to the present this has not occurred. 
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Clinical Section. 
November 13, 1914. 


Mr. CHARTERS J. Symonps, M.S., President of the Section, in the Chair. 


THe PRESIDENT explained the arrangements that had been made 
as to the meetings for the coming Session owing to the War, and asked 
the members of the Section to communicate with the Secretaries if they 
were able to suggest any subject to which a meeting might be entirely 
devoted. 


Probable Injury of the Crucial Ligaments. 
By Aan H. Topp, M.S. 


Mr. C. C., aged 30, injured his knee during a football match when 
he was aged 15; he does not remember quite what happened, but he 
had to be carried off the field. Nothing was very obviously wrong with 
the joint at the time, and the school doctor sent him into school next 
day. After walking on it, however, it became very swollen and painful, 
and he had to remain in bed for ten days. No splint was used. The 
inflammation subsided. 

For some years after this the joint felt weak, and the patient says 
that it always seemed to him as if it might at any moment undergo 
hyperextension. Sometimes it would become swollen and distended, 
and then walking would be painful. Occasionally it would “ go out,” 
in which case there would be severe pain. Sometimes it would reduce 
with an audible click. The joint, moreover, sometimes became locked, 
but he has never discovered a loose body in it. He has always been 
able to reduce the knee by slow, forced extension, but he has noticed 
that if he wears an elastic kneecap this prevents his “ getting the joint 
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back ’’ unless he first removes the cap. At one time, soon after he left 
school, he used to get attacks of synovitis every few weeks, but lately 
these have been much less frequent. In the intervals between the 


Fic, 1. 


Showing marked osteo-arthritic changes, and attrition of internal tuberosity, 
probably explaining the progressing genu varum. 


attacks he has been able to lead an active, athletic life, playing a good 
game of golf or tennis daily, though he has always had to avoid turning 
round too suddenly. 
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Eleven years ago, when out shooting, he jumped on some muddy 
ground and twisted the knee badly. It was very painful, and a doctor 


Fic. 2. 


Lateral view, showing osteophytes. 


put it in plaster of Paris, fully extended, for three weeks. After this 
he wore a patella-clamp for a while, but as it failed to prevent the joint 
“ going out,” he discarded it. 
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A slight genu varum slowly developed after the original accident, 
but lately it has obviously increased. The patient walks with a slight 
limp, but there is no laxity of the joint apparent; he seems to have 
unconsciously acquired the habit of keeping the thigh muscles well 
braced up when walking. When he is sitting down he can make the 
leg slide forwards on the femoral condyles at will. There is slight 
limitation of the extremes of extension and flexion, and some lateral 
mobility of the joint. Although there is no evidence of free fluid 
within the joint, or of hypertrophy of the sub-synovial tissue, the 
circumference of the right knee is } in. greater than that of the left. 
This seems to be mainly due to several large osteophytes which have 
formed around the internal tuberosity of the tibia and the internal 
condyle of the femur, at their margins. They are well seen in Mr. 
Shenton’s skiagrams. 

The skiagram rather suggests that there is a fracture of the spine 
of the tibia, a condition very frequently associated with laceration or 
rupture of the crucial ligament; but this point is difficult to decide, on 
account of the presence of so many osteophytes around the articular 
margins. It is difficult to say which ligament (if any) is affected, but 
inasmuch as the tibia dislocates forwards when it “ goes out,” it is more 
probably the anterior. It is well known that in tuberculous arthritis, 
when the posterior ligament is destroyed, the leg goes backwards. 
The marked formation of osteophytes and attrition of the tibial 
tuberosity rather suggest early neuropathic disease as a possibility, but 
the eyes react normally and the tendon-jerks are all normal. 


Acholuric Jaundice ; Splenectomy. 


By W. Essex Wynter, M.D., and Sir JoHN BLANb-Surton, 
F.R.C.S. 


C. P., AGED 26, suffered with jaundice and anemia all his life, with 
exacerbations at frequent intervals. His mother, maternal grandfather, 
an aunt and an uncle on the mother’s side were similarly affected. The 
yellowness of the skin apparently increased during the day, being more 
marked in the evening than in the morning. He had been worse 
during the past two years, hosing strength and 23 st. in weight. 
Physical examination disclosed no abnormality of the thoracic or 
abdominal viscera, except slight increase in the dullness over the spleen, 
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which could just be felt on deep inspiration. ‘I'he urine was clear, of 
a deep red-brown, and had a specific gravity of 1025. There were 
no abnormal constituents, and both Gerhardt’s and the zine chloride 
tests for pathological urobilin were negative. Hemolysis occurred in 
0°45 per cent. saline solution, which is about normal. White cells 
(5,200) showed lymphocytes, 39°4 per cent.; polymorphonuclears, 
57°5 per cent.; eosinophiles, 2°5 per cent. Temperature was 99° to 
100° F. before operation. 

The spleen was removed on July 17, 1914, several ligatures being 
applied close to the hilum, but the main artery left unmolested. There 
were no complications and the temperature became normal in the course 
of ten days. 

Wassermann’s reaction was reported positive before operation and 
negative after. Fourteen weeks later the reaction was considered 
doubtful. : 

Patient left hospital on August 21. Red cells were then 1,880,000 ; 
white cells, 13,000. Resistance of red cells was greater than normal. 
White cell count on July 28 showed lymphocytes, 24 per cent.; hyaline 
cells, 2 per cent.; polymorphonuclears, 73 per cent.; and eosinophiles, 
1 per cent. 

November 7: Patient has put on 14st. during convalescence, and has 
gained strength and been free from attacks of jaundice. Blood count: 
Hemoglobin, 80 per cent.; red corpuscles, 3,700,000 per cubic millimetre; 
leucocytes, 18,000 per cubic millimetre ; neutrophile polymorphonuclears, 
51 per cent.; lymphocytes, 33 per cent. ; transitional and hyaline cells, 
11 per cent. ; eosinophile polymorphonuclears, 4 per cent.; mast cells, 
| per cent. Scanty normoblasts are present, also a considerable number 
of red corpuscles show nuclear fragments (Howell-Jolly bodies). Resist- 
ance of red corpuscles to hypotonic NaCl solution: A faint trace of lysis, 
0°45 per cent. NaCl; marked lysis, 0°3 per cent. NaCl. Two presumably 
normal bloods tested at the same time showed a trace of lysis with 
0°45 per cent. NaCl, and almost complete lysis with 0°4 per cent.; thus 
the patient's red cells are of more than average resistance. Wassermann 
reaction suspicious, but could not be called positive. 


Dr. ALEXANDER MORISON mentioned two cases of acholuric jaundice 
which were under his care at the Great Northern Central Hospital. Both 
were females, aged respectively 14 and 9. They were members of a family of 
‘five children, in three of whom, as well as in the father, there was enlargement 
of the spleen. In the elder of his patients the spleen was much enlarged, and 
in the younger definitely, but less so. Both. moreover, had had rheumatic 
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fever and acquired mitral valvular disease. Their present red blood count 
verged on 3,000,000, but the elder, who had been under his care on a former 
occasion six years previously, had at that time a count of red cells below 
1,000,000. The condition of the younger was not urgent, but the elder had 
not improved during her present stay in hospital, and X-ray exposure had had 
no effect in reducing the size of the spleen. In view of the fact that she 
had improved since her former examination, and remembering that patients 
in such cases might live long, he inquired whether the benefit likely to 
be derived from splenectomy would justify that operation being undertaken 
notwithstanding her being the subject of mitral valvular disease. He did not 
himself consider that the presence of the cardiac condition contra-indicated 
operation if the procedure was calculated materially to improve the blood 


state. 


Splenic Anemia; Splenectomy. 


By W. Essex Wynter, M.D., and Sir JoHN BLANpb-Surton, 
F.R.C.S. 


S$. C., AGED 13, had been ailing for six weeks, suffering from 
lassitude and some enlarged glands. He was sent for treatment by the 
school doctor, and was thought at first to have Hodgkin’s disease, but 
improved under treatment as an out-patient. 

On admission on July 4 the boy was seen to be anemic and thin, 
but made no definite complaint of pain or discomfort. The thoracic 
and abdominal viscera appeared normal apart from the spleen, which 
was much enlarged and extended 44 in. below the left costal margin 
and inwards to the middle line. Small, firm glands could be detected 
in the neck, axille, and groins. The thyroid was enlarged, especially 
the isthmus. Blood count: Red cells, 4,200,000; white cells, 2,600; 
hemoglobin, 60 per cent. A differential count showed no disturbance 
of the ordinary proportion in white cells. Temperature, 99° F. Urine 
normal. 

Splenectomy was performed on July 11. There were firm adhesions, 
separation of which involved considerable bleeding and some injury to 
the diaphragm. A gauze drain was inserted but the wound healed 
readily, and stitches were removed on the eleventh day. The spleen 
was large and firm. For ten days after operation the temperature rose 
to 102° and 103° F., and thereafter gradually subsided. Movement of 
the diaphragm was arrested especially on the left side, and there was 
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collapse of the lower lobes of the lungs with bronchitis. This gradually 
- cleared and the patient was-convalescent by August 21. 

Blood count: Red cells, 3,650,000; white, 21,000; polymorpho- 
nuclears, 48°5 per cent.; lymphocytes, 21 per cent. ; eosinophiles, 5 per 
cent. ; transitionals, 25°5 per cent. 

November 11, 1914.—Blood count: Red cells, 4,800,000 ;. white 
cells, 8,000; hemoglobin, 62 per cent. 

Differential count : Polymorphonuclears, 36 per cent. ; lymphocytes, 
33°5 per cent.; hyaline and transitionals, 26 per cent.; eosinophiles, 
4 per cent.; mast cells, 0°5 per cent. 


Myositis Ossificans (Juvenile Progressive Type). 


By G. Hety-HutcHiInson ALMonD, M.B. 


G. H., AGED 7, was healthy as a baby. Adenoids were removed at 
the age of 34, and an extensive operation for the removal of glands in 
the left side of the neck about a year later. Fifteen months ago (when 
aged 54) a swelling appeared on the anterior surface of her left ankle 
which rapidly subsided. Shortly afterwards her right hip began to get 
stiff, and next the left became so; the stiffness was intermittent at first, 
but the joints have gradually become more fixed. She can now only 
walk about 100 yards, and tilts her pelvis up on either side with each 
step. Flexion of knees and thighs is limited. She is very thin and 
there is an almost complete absence of subcutaneous fat. The skin is 
thin and over the face and limbs it appears to be stretched and adherent 
to the subcutaneous structures, so that it cannot be pulled up in 
wrinkles, and together with the subjacent muscles it gives a feeling of 
toughness to the part. There is an irregular scar on the left side of the 
neck, the result of her operation and of subsequent ulcers and sinuses. 
There are several hard, enlarged cervical glands. Over the dorsum of 
the hands and wrists the skin is erythematous and rough. The muscles 
are badly developed and tough. There is a slight list of the spine to 
the left, with corresponding curves and raising of the right shoulder. 
The tibie are bowed in a forward direction. There is an absence of 
microdactyly. There is a small patch of ossification close to the inser- 
tion of the biceps of the left arm, and a patch of hardness close to the 
origin of the biceps of the right. The ilio-tibial band on the left side 
is ossified from its origin to its insertion. The hamstrings of the left 
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thigh are ossified, the skiagram giving the appearance of a calcified shell 
enclosing the muscles. There is a lozenge-shaped patch of hardness 
in the outer belly of the left gastrocnemius. No definite patches of 
hardness or ossification can be actually detected in the muscles of the 
spine or trunk. 


Fic. 1. 


Myositis ossificans. Right thigh. 


The skiagrams were kindly taken for me by Dr. Bowker. 

The case demonstrates clearly that in this disorder ossification 
occurs not in the muscles themselves but in the fibrous and connective 
tissues. This is well shown in the involvement of the ilio-tibial band 
and in the commencing ossification of the insertion of the biceps, and 
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also in the fact that the shadows in the hamstrings point to a sheathing 
of the muscles rather than the ossification of the muscles themselves. 
The fact that the onset appeared shortly after an operation is suggestive 
of the possibility of an infective origin in this type of case. Collins, of 


Fic. 2. 


Myositis ossificans. Left thigh. 


Sydenham,’ published a case following the appearance of (?) glands in 
the neck, and Carpenter and Edmunds? a case commencing after the 
removal of tonsils. 


' Collins, Lancet, 1906, i, p. 1356. 
* Carpenter and Edmunds, Rep. Soc. Study Dis, in Child., 1902, ii, p. 96. 
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DISCUSSION. 


Dr. F. PARKES WEBER said that, with Mr. A. Compton, he had written 
an account of a case of the disease in a younger (female) child, which would 
appear in the December number of the British Journal of Children’s Diseases. 
He thought that the disease was not a true inflammatory one, but a progressive 
ossifying hyperplasia of the connective tissue and fascie of the striped skeletal 
muscles. The tendency to this hyperplasia was congenital, but not hereditary, 
though the commencement of the disease might be delayed. Traumata, even 
slight traumata, played a great part as exciting causes of the exacerbations, 
and a great object in the treatment of sufferers from the disease was, as far as 
possible, to withhold them from any likelihood of traumata. The microscopical 
appearances of the affected parts, the relative absence of constitutional 
symptoms during the local exacerbations, and (finally) the peculiar deformity 
of the big toes (“ hallux valgus” with microdactyly) which was found present 
in many cases, all spoke against adopting any theory of infection to account 
for the disease. Everything pointed to the disease arising on a peculiar con- 
genitally predisposed soil. Fibrolysin injections had led to the local formation 
of bone at the site of the injections. The bony plates might develop at sites 
far removed from the periosteum—for instance, in the middle portion of the 
fascia covering the vastus externus muscle of the thigh. In ordinary “localised 
traumatic myositis ossificans,”’ on the other hand, the ossification appeared 
to spread from the periosteal attachments of muscles and tendons (“ rider’s 
bone,” &c.), at the site of traumata, as if osteoblasts and osteoclasts had been 
set loose from the periosteum as the result of the traumata. 


Mr. W. G. SPENCER said that Mr. Hely-Hutchinson Almond’s case was 
a very interesting and exceptional one. It appeared to differ from the type 
of myositis ossificans, an early case of which was described by the late 
Dr. Simpson, of Lincoln, in which, along with digital deformities, there was 
ossification in the thoracic and spinal muscles. The digital deformities 
suggested that this type started as a congenital lesion. In traumatic myositis 
ossificans there was a periosteal injury, and ossification extended from the 
periosteum into the tendon. In the present case the clinical examination with 
X-ray photographs seemed to show that the principal change at the moment 
was a calcification of fascia and aponeuroses in the limbs. Mr. Spencer 
considered that the most likely explanation was that the disease was the 
result of septic infection. 
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Dermatitis Herpetiformis ; Tubercular Glands in the Neck. 


By W. J. MIDELTON. 


C. S., Grrt, aged 9. Born healthy. In good health up to the age 
of 3, then suffered from scarlet fever.. An eruption occurred after the 
original rash died away; not recognised at first, but later pronounced 
dermatitis herpetiformis by Dr. P. Abraham. Measles twice and per- 
tussis once subsequently. The dermatitis persisted. Twice admitted 
to West London Hospital. Free from the dermatitis from beginning 
of August to end of September, 1911; then had recurrence, which 
persisted. I commenced counter-irritation at the end of February, 
1912. At that time the pustules, blebs, and scabs were well marked, 
chiefly on inner aspect of upper third of thighs and spreading on to 
the abdomen. Few spots elsewhere. Recovered within three weeks. 
Uccasional slight relapses of short duration since that time. 

About five years ago some tubercular glands in the neck were 
operated on and sinuses persisted for over two years. These eventually 
healed well, but one scar remained bluish-red and had whitish specks 
in it, suggesting lupus vulgaris. 

In May, 1913, she had a wound on the right wrist which became 
septic, but soon healed under treatment. In August, 1913, one or two 
glands in the neck enlarged and one small abscess formed. This was 
incised, and complete healing took place in a few months. Other glands 
became inflamed, but no definite abscess occurred. This fact is, in my 
opinion, significant as showing greatly increased resistance. 

No sign of the dermatitis for over eighteen months now. 


Dermatitis Herpetiformis ; Chronic Bronchial Catarrh. 


By W. J. MIDELTON. 


A. H., MALE, aged 9. Whooping-cough at the age of 10 months. 
Measles and broncho-pneumonia at the age of 24 years, “ weak on the 
chest” ever since. Present illness began in February, 1912. Attended 
at the West London Hospital in May, 1912. Treatment by means of 
continuous counter-irritation commenced in August, 1912; this has 
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been carried out once a week ever since. By the end of December the 
disease became much modified and blebs ceased to form. In April, 
1913, a few blebs formed but they soon cleared away. From time to 
time there is a mild outbreak if the patient has a bad cold, but the 
treatment seems to check the eruption and the boy’s general health 
has much improved, 


Severe Neuritis following Sepsis. 
By W. J. MIDELTON. 


C. K., AGED 42, gamekeeper. 

Family history: Nothing important. Father alive, aged 99, active. 
Occasional attacks of influenza. 

Previous history : While walking through some woods in the early 
part of 1913 he was pricked on the chin by a thorn. An abscess formed. 
Soon after numerous other abscesses formed on arms and trunk. He 
stated that “some were as large as a goose’s egg,” and that “ scores 
were lanced by the local doctor.’ Patient became very weak and 
mentally depressed, especially as, in addition to his physical suffering, 
he and his family endured privation and his wife became blind. He 
thinks a cow suffering from eczema must have scratched herself with 
the thorn that pricked him. 

Patient attended at St. Bartholomew's Hospital in April, 1913, and 
was treated by means of staphylococcic vaccines up to a dose of 
500,000,000. Abscesses ceased to form. In June the left arm became 
intensely painful and eventually became wasted, stiff, and useless. 
He was admitted to hospital and the arm was forcibly moved three 
separate times under anesthesia. No improvement resulted. Con- 
tinuous counter-irritation was commenced in November, 1913. Multiple 
puncture and irritants. Applications made once a week on various 
parts of trunk and arms in turn. 

In April, 1914, distinct improvement was noticed. In June, 1914, 
patient returned to work with a useful arm. Often up all night 
watching pheasants. General health excellent, and spirits good. 

Treated in conjunction with Mr. R. C. Elmslie in the Orthopedic 
Department of St. Bartholomew’s Hospital. 
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Polyarthritis and Severe Neuritis. 


By W. J. MIDELTON. 


J. Y., MALE, aged 48. 
Family history : Mother died at the age of 58, father at that of 73, 
of senile decay. 

Patient’s history: Typhoid at the age of 12. Influenza ten years 
ago, and four times since. Much weakened. Four years ago severe 
headaches, mostly on right side. A good deal of business worry since. 
A year ago pains occurred in arms, and headaches returned; pains 
also in legs, at times severe, lately very severe indeed. Joints of fingers 
swelled, also knee-joints to some extent. Some slight muscular wasting, 
especially of interossei. At times almost helpless. No drugs were of 
use in relieving the pain. Knee-jerks absent. 

Treatment by means of blisters and savin ointment commenced on 
May 8, 1913. A blister, 4 in. by 4 in., was applied over the upper 
dorsal vertebre and left on twelve hours. This was then removed and 
a raw surface left. Savin ointment then applied on lint over the raw 
place, and left on twelve hours. By repeating this dressing regularly 
every twelve hours, a free, purulent discharge was maintained for twelve 
days. Zinc ointment was then applied, and the raw surface healed 
rapidly and soundly within three days. After a few days a similar 
process was carried out in the dorso-lumbar region. The patient 
became free from pain and rapidly regained his health. He returned 
to work of a very strenuous nature at the end of July, 1913. This was 
a very striking recovery under the circumstances, which have been only 
partially described above. 


Epithelioma of Alveolar Process of Mandible ; Removal by 
Operation. 


By Sir Freperic Eve, F.R.C.S. 


J. K. B., MALE, aged 63. Nine weeks ago a very extensive 
epithelioma, originating in the posterior part of the alveolus of the 
left side of the mandible, was removed by excising the lower jaw from 
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the bases of the coronoid process and the condyle to the left side of the 
symphysis. The gap was filled in by two phosphor-bronze wires. The 
posterior ends of the wires were only inserted into holes bored in the 
jaw, while the anterior ends were twisted. This was to allow of their 
removal. The upper wire has been removed; the lower is buried. 


Skiagram of a case in which the left side of the mandible was removed for 
an epithelioma. Two phosphor-bronze wires are seen ; the distal ends are twisted 
in the symphysis, and the proximal ends are inserted in the bases of the coronoid 
process and the condyle, 


The patient has been able to open his mouth freely since the operation 
and there is no displacement. The speaker mentioned one case operated 
on by him many years ago, in which the wires became completely buried 
in dense fibrous tissue. 
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Hemi-obesity in an otherwise Healthy Girl, aged 12 Months. 


By H. Barty SuHaw, M.D. 


THE child was apparently quite normal at birth. At the age of 
3 months the mother noticed that the left arm and leg were much 


Fia. 1. 


Case of hemi-obesity (seen from front), 


thicker than the right ones. As the child grew this condition became 
more obvious, so that now the circumference of the left forearm is 1 in. 
greater than the right; that of the upper part of the left thigh 1} in. 
greater than the right, and the circumference of the left leg is } in. 
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16 Shaw: Hemi-obesity in an otherwise Healthy Girl 


greater than that of the opposite one. The child is the second of 
the parents’ children, was full-time at birth and was nursed till 10 
months of age. The elder child is now aged 7, and in infancy was 
quite normal. The father is a very stout man, the mother rather 


Fic. 2, 


Case of hemi-obesity (seen from back). 


slender. There is no other example of such an anomaly in the family 
as is presented by this case. 

The child is very vivacious and good-tempered. The enlargement 
of the left limbs is apparently due simply to increase of the subcu- 
taneous fat which is noticeable on pinching up the skin; there is no 
alteration in length of the limbs nor does the change seem to involve 
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the deeper structures. The increase of the subcutaneous fat is also 
present over the left half of the chest and abdomen back and front. 
There is a slight increase of the fat of the left side of the face, includ- 
ing the ear; the left half of the tongue and left labium majus are 
normal. Wherever present, the increase of fat is uniform, there is no 
tendency of the fat increase to be localised as in lipomata (see figs. 1 
and 2). 

A similar case has been described and figured by Dr. Robert Hutchison 
as one of “ false’ hemi-hypertrophy in the British Journal of Children’s 
Diseases, June, 1904." At the post-mortem of his case, which died of 
pneumonia and empyema, the enlargement was shown to be due to 
increase of subcutaneous fat only, but the left kidney, left suprarenal 
and left testicle were heavier than the opposite organs, and the left 
lobe of the thymus was decidedly larger than the right. It is im- 
possible to say in the present case whether these organs are similarly 
affected. 


Dr. F. PARKES WEBER thought that in most true cases of hemi-hyper- 
trophy there was increased length, as well as increased breadth, of the affected 
limbs. Cases like those of Dr. Batty Shaw and the one described by Dr. 
R. Hutchison, in which the affected limbs were not at all longer than the 
unaffected limbs, ought to be sharply distinguished. 


Case of Retroperitoneal Prolapse of the Spleen into the 
Left Loin. 


By W. G. Spencer, M.S. 


THE spleen has its origin in the retroperitoneal tissue, but it 
subsequently develops a complete covering of the peritoneum. A 
displacement from its position is then attended by an elongation of 
the pedicle and the organ has been often found floating, or fixed by 
secondary intraperitoneal adhesions, either in the iliac region or in the 
pelvis. No part of the main spleen remains behind the peritoneum, 
although accessory spleens or splenculi may be retroperitoneal. The 
following exception to the rule has recently come under my notice :— 

F. W., aged 32, married, but never pregnant, menstruation regular, 
no previous illness nor injury, was admitted to the Westminster 


' Brit. Journ. Child. Dis., 1904, i, p. 258. 
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Hospital on March 2, 1914, complaining of pain in the left loin and of 
a lump in the same region, which, as she said, “‘comes and goes.” In 
November, 1913, she was suddenly seized with a severe contracting pain 
and felt a swelling in the left lumbar region. The pain continued in 
the left loin for twenty-four hours and spread round to the back. She 
vomited repeatedly, the vomiting occurring with effort and an increase 
of pain. The vomit consisted of mucus containing black specks, but 
she did not recognise any blood. The urine during this period was 
diminished in quantity and was dark in colour, but there was no 
pain on micturition. After twenty-four hours the pain ceased and she 
could no longer feel the lump. Since the first, she has had eight 
similar attacks: all she could say about them was that they occurred 
“when she was upset.’””’ She had lost much in weight and become 
thin and pale, although her digestion was good between attacks. 

On examination, the skin over the left half of the abdomen was seen 
to be discoloured, as the result of scalds by hot-water bottles applied 
to relieve pain during the attacks. There was deep tenderness to 
palpation in the left lumbar region, which was occupied by an elastic 
swelling with a rounded outline; it was dull on percussion and lay 
behind the descending colon. Nothing else was discovered in the 
abdomen, but the normal splenic dullness was not particularly noted. 
The urine was normal. On X-ray examination an opacity was seen to 
occupy the left loin, which terminated below in a round outline, and 
this was recognised to be the lower pole of the kidney, whilst the 
opacity above was taken to be the upper part of the kidney distended 
by hydronephrosis. 

On March 3, the patient having been placed on the right side, lying 
across a sandbag, I made an incision vertically downwards along the 
outer border of the erector spine, and the incision was continued 
horizontally forwards above the crest of the ilium. The incision 
included the lumbo-costal ligament, and then the elastic swelling could 
be felt filling the loin but enclosed in dense inflammatory tissue. I 
supposed that I was dividing a very much thickened perirenal capsule in 
order to expose a hydronephrotic kidney, when I found that I had torn 
widely into the pulp of a vascular spleen. It was then necessary to 
check hemorrhage by sponge pressure and to pass the hand up in 
order to grasp the splenic pedicle. The convex aspect of the spleen 
including the notch was intimately united with the retroperitoneal 
tissues of the loin, which had to be cut round until the spleen could be 
brought out of the wound. Then the pedicle came into view and I 
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recognised, close by, the tail of the pancreas, the great curvature of the 
stomach and the splenic flexure of the colon, all apparently normal. 
Next the splenic pedicle was securely ligatured and the spleen cut away. 
It must have been about three times the normal size before blood 
had escaped, for after removal it was found more then twice the size 
of the normal spleen; otherwise the spleen was unaltered. It was 
only after removal of the spleen that I could find the left kidney lying 
between the crest of the ilium and brim of the pelvis. The kidney 
appeared quite normal, its pelvis was in no way dilated, and it was 
fixed up in position in the loin. The patient recovered without any 
disturbance; no change was detected in the blood, and she was 
discharged thirty days after the operation. 

This appears to be a case of prolapse of the spleen in which some 
exceptional variation in the region of the peritoneum must have 
occurred causing the spleen to remain retroperitoneal. It cannot be 
said that it was pulled down by the kidney, rather the reverse, the 
kidney had been pushed down ; for whilst isolating: and removing the 
spleen the kidney was not seen, so there could have been no connecting 
band. 

The position in which the patient was placed on the right side 
across a sandbag undoubtedly made the spleen bulge towards the 
lumbar wound, but the spleen occupied the lumbar region beforehand, 
as shown both by palpation and by X-ray examination. 

As for a more conservative procedure, such as the fixation of the 
spleen in position, in this case the spleen was enlarged and filled the 
loin, so that the kidney could not be found until the spleen was 
removed out of the way. Moreover, the spleen could not be freed 
from its abnormal position without: tearing into the friable pulp. 

Ehrich’ recorded two cases in which the spleen was found behind 
the peritoneum of the left hypochondriac and lumbar regions. One case 
was under Professor Hildebrand and the other under Professor Miiller, 
of Rostock. Both instances were in women with the left kidney hydro- 
nephrotic and the spleen was found included in a dense capsule common 
to it and the kidney. 

As bearing upon this exceptional case, I may quote a paragraph 
from Dr. Suckling’s treatise on movable kidney:* ‘In many cases 


' Ehrich, ‘‘ Ueber retroperitoneale Lage des Milz zugleich ein Beitrag zu Splenopexie,” 
Beitrdge zur klinische Chirurgie, Tiibingen, 1904, xli, p. 446, 


* Suckling, C, W., “* Movable Kidney,” Birmingham, 1909, p. 55. 
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where the left kidney is movable, the lower border of the spleen can 
be distinctly felt and the organ is somewhat tender. Normally the 
kidney helps to keep the spleen in place; when it drops the spleen 
drops too. It is important to remember this, or a diagnosis of splenic 
disease might be made. The prolapse of the spleen is an important 
sign of a loose left kidney, even although the kidney cannot be 


palpated.” 


Clinical Section. 
December 11, 1914. 


Sir Freperic Eve, F.R.C.S., Vice-President of the Section, 
in the Chair. 


Case of Precordial Thoracostomy for Heart Disease. 


By ALEXANDER Morison, M.D. 


P. W., MALE, aged 16, cabinet maker’s apprentice, was stated to have 
been in good health and capable of athletic exercise until Christmas, 
1913. He had played football weekly from October till December 25. 
After the last date he became breathless and had severe palpitation. 
No history of rheumatism or scarlet fever. He was admitted to Great 
Northern Central Hospital on February 9, 1914, with tachycardia, 
irregular action of the heart, breathlessness, and mitral systolic bruit. 
The area of cardiac dullness was much increased ; powerful heaving of 
left ribs and cartilages from the fourth to the sixth and movement of the 
sternum. He was rendered comfortable by rest and taking tincture of 
digitalis, but without any diminution of thoracic movement. Patient 
was discharged on April 28, 1914, feeling comfortable. 

He was told to return if again distressed, for precordial thoracostomy. 
He did so on May 11, 1914, when again admitted. The operation was 
performed by Mr. Mower White on June 8, when 4¢ in. and 54 in. of 
the fifth and sixth ribs and cartilages respectively were removed, with 
much diminished movement of the thoracic cage. No costo-pericardial 
adhesions. Since comfortable, but still requiring tincture of digitalis. 
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He was advised to abandon previous occupation for a more sedentary 
calling, and is now a cashier in the City. Object of operation: Relieving 
enlarged heart of the labour of raising the chest wall. 


Case of Achalasia of the Cardia (so-called Cardio-spasm). 


By Artuur F. Hertz, M.D. 


C. M., FEMALE, aged 36, developed mitral stenosis as a result of 
acute rheumatism fifteen years ago. She has complained for ten years 
of pain under the lower part of the sternum and a choking sensation 
under the upper part whenever she eats. She has always had an 
impression that her food had difficulty in getting into her stomach. 
About two years ago she fell from a ladder and hit her chest; since 
then she has constantly vomited part of the food she has eaten at every 
meal, which comes up quite undigested, but mixed with a considerable 
amount of mucous saliva. During the night she frequently awoke owing 
to regurgitation of her evening meal through her nose; the food was 
now sour, especially if several hours had elapsed since the meal, in con- 
trast to the food brought up during meals, which was never sour. The 
condition became steadily worse until nine weeks ago, when she ceased 
to be able to keep down any solid food at all. During the three 
days before I first saw her, six weeks ago, no food had been retained 
at all. 

An X-ray examination showed that the whole cesophagus was dilated, 
the obstruction being at the cardiac orifice of the stomach (fig. 1). 
There was violent peristalsis in the cesophagus, but the food only 
trickled with extreme slowness into the stomach. 

The condition was diagnosed as achalasia of the cardia, and a 
mercury tube was passed (fig. 2). This met with no obstruction at the 
cardia, and the patient has since been able to retain her food, unless 
it is insufficiently masticated, by passing the tube immediately before 
each meal. 

The term “achalasia” (a, not; yaddw, I relax) was coined for me 
by Sir Cooper Perry to replace the term “spasm,” which is incorrect 
for the following reasons :— 


Clinical Section 


Fic. 1, 


Skiagram by Dr. Lindsay Locke, showing dilated esophagus filled with 
opaque meal. 
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Fic. 2. 


Skiagram by Dr. Lindsay Locke, taken directly after fig. 1, showing mercury 
tube passing through cardia into the stomach. 
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(1) Hypertrophy of the cardiac sphincter is never observed after 
death, even if the obstruction has lasted for twenty or more years, 
although long-continued spasm would necessarily lead to hypertrophy, 

(2) The mercury tube passes without any sense of obstruction 
through the cardia, which would be impossible if a spasm were present. 

(3) The mercury tube can be withdrawn without any difficulty, 
whereas it would be grasped by the sphincter were cardio-spasm really 
present. 

I believe that the condition is due to the absence of the normal 
relaxation of the cardia, which should occur when each peristaltic wave 
reaches it. Similarly, many cases of so-called pylorospasm are due to 
pyloric achalasia, and ileo-cecal achalasia is the most frequent cause of 
ileal stasis. 


' A somewhat similar explanation was suggested by Dr. bh. D. Rolleston in 1896 (vide 
Trans. Path. Soc., 1896, xlvii, p. 37). 
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Gastric Ulcer; Spontaneous Gastro-jejunostomy ; Perforation 
of Gastro-jejunal Ulcer; Operation ; Recovery. 


By Artuur F. Herrz, M.D., and C. H. Faaar, M.S. 


Mrs. 8., aged 28, had suffered from indigestion for six years. Pain 
occurred from half to one hour after meals; vomiting, which had been 
particularly frequent during the last few months, relieved the pain. In 
1910 she had a severe attack of hematemesis, after which she was kept 
in bed for some weeks, but the pain did not disappear completely. In 
1913 she was again treated for gastric ulceration for eight weeks but 
with only partial relief. At the end of May, 1914, she was admitted 
into another hospital, where she remained for four weeks without any 
great improvement occurring. Up to this time no operation had been 
performed upon her. 

At 1 a.m. on May 30, 1914, she was suddenly seized with a very 
violent pain in the epigastrium; there was no vomiting. She was 
admitted into Guy’s Hospital, where she was at once seen by Dr. G. H. 
Hunt, who diagnosed perforation of a gastric ulcer. At 6 a.m. Mr. 
C. H. Fagge opened her abdomen by a right paramedian incision above 
the umbilicus; fluid escaped from the abdomen as soon as the peritoneum 
was opened. The most proximal loop of the jejunum was found to be 
adherent to the anterior surface of the stomach near the greater curva- 
ture for about 3 in., a small leakage from the stomach being found at 
one point anteriorly and to the right of the circumference of the 
adherent area. Thinking this was the ordinary condition of gastric 
perforation, in which other viscera become adherent in a natural effort 
at preventing diffuse peritonitis, an effort was made to separate the 
adherent intestine from the stomach, but this hypothesis was soon 
proved wrong, for the adhesions which peripherally were easily 
separated were found so firm towards the centre as clearly to be 
of more than a few hours’ standing. On holding the stomach and 
jejunum between finger and thumb an opening with a thickened border 
could be felt between them. It was clear that the proximal loop 
of the jejunum passing up anteriorly to a very short, scanty omentum 
and transverse colon had become adherent to an old gastric ulcer; this 
latter had primarily perforated into the jejunum, producing an anterior 
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gastro-jejunostomy, the gastric ulcer thus becoming converted into a 
gastro-jejunal ulcer, which had secondarily perforated into the general 
peritoneal cavity. The perforation was covered over by increasing the 
area of adhesion of stomach to jejunum with two rows of catgut sutures ; 
the omentum was sutured around this area so as to cover the whole 
ulcerated patch; the peritoneal cavity was drained suprapubically. 
The patient made an uneventful recovery, but for three weeks occult 
blood was still present in the feces. 

Since the patient left the hospital she has been perfectly well, not 
having had the slightest return of pain or sickness. When she was 


Gastric ulcer ; spontaneous gastro-jejunostomy. 


aged 20 she weighed 11 st., but before the operation her weight had 
fallen to just over 7 st. She now weighs 10 st. 12 lb. An X-ray 
examination on November 10, 1914, showed .that the stomach is small 
and empties itself with extreme rapidity through the stoma, only a 
very small quantity of the food reaching the pyloric vestibule, and 
passing from this into the duodenum (see figure). The stomach was 
empty about twenty minutes after a barium meal, although normally 
at least three hours are required for the evacuation to take place. 
Although in various accounts of gastric ulcer the possibility of 
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a gastro-jejunal fistula is mentioned, we have not been able to find a 
record of any definite case, and the Museum of the Royal College of 
Surgeons contains no specimen. 


Mr. KELLOCK remarked on the curious pathological condition found at the 
operation—the jejunum adherent to the anterior wall of the stomach, for it 
would seem that some agency must have been at work to bring the jejunum 
forward round the transverse colon and through the great omentum, or else 
through both layers of transverse mesocolon; in fact, some pathological 
process must have brought the jejunum along the same path as one leads 
it when doing a gastro-jejunostomy. 


Clinical Section. 
February 12, 1915. 


Mr. CHARTERS J. Symonpbs, M.S., President of the Section, in the Chair. 


Splenomegaly with Anemia and Hemorrhages. 


By JAMES GALLowAy, M.D. 


J. N., AGED 84, was observed by his mother to have a little swelling 
of the abdomen eighteen months ago. This enlargement of the abdo- 
men has continued and has increased. He is said to have had an 
attack of jaundice about fifteen months ago; his complexion is said to 
have become paler, and a year ago a severe epistaxis occurred. Since 
that date there has been an eruption of small purpuric spots, and an 
attack of hematemesis a few days before he was admitted to Charing 
Cross Hospital in November, 1914. Since that date he has been under 
constant observation. At first his condition became worse, and there 
was another attack of hematemesis with copious melena. The lad is 
pallid; has a slight degree of protrusion of the abdomen; the spleen is 
markedly enlarged, reaching the umbilicus ; the lower edge of the liver 
can be felt below the costal margin, and this organ probably extends 
higher in the abdomen than is normal, probably it is enlarged. The 
blood has been frequently examined and the following reports are 
characteristic :— 

December 18, 1914: Blood count—rouleaux and fibrin formation 
fair ; red blood corpuscles, 2,900,000 per cubic millimetre ; hamoglobin, 
30 per cent.; colour index, 0°5; white blood cells, 840 per cubic milli- 
metre; polymorphonuclear leucocytes, 57°5 per cent.; small lympho- 
cytes, 35 per cent.; large lymphocytes, 1°5 per cent.; eosinophiles, 
15 per cent.; basophiles, 1 per cent.; large hyaline, 3°5 per cent. 

January 12, 1915: Blood count—rouleaux formation poor, fibrin 
formation good; red blood corpuscles, 2,630,000 per cubic millimetre ; 
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hemoglobin, 30 per cent. ; colour index, 0°5; white blood cells, 860 per 
cubic millimetre; polymorphonuclear leucocytes, 55 per cent.; small 
lymphocytes, 35°5 per cent. ; large lymphocytes, 5 per cent. ; eosinophiles, 
15 per cent. ; large hyaline, 3 per cent. ; slight poikilocytosis. 

The fragility of the red blood cells was estimated on December 21 
and was normal. ‘There is no history nor indication of syphilis, and the 
Wassermann reaction is negative. 

The family history: The father and mother appear to be healthy. 
There are three sisters and one brother who are in good health. An 
uncle on the father’s side had hematemesis associated with a swollen 
abdomen, but has now recovered his health. An uncle on the mother’s 
side has been treated for heematemesis and ascites. 

The question of removal of the spleen arises in this case and has 
been carefully considered ; the chief contra-indication to operation was 
the slight enlargement of the liver, possibly due to cirrhosis of that 
organ, and the slight indication of ascites which seemed to be present. 


DISCUSSION. 


Dr. DE HAVILLAND HALL, on being called upon by the President, stated 
that his experience of the removal of the spleen for splenic anemia was limited 
to one case. The operation, which was performed by Mr. W. G. Spencer, was 


quite satisfactory. 

Dr. DAVID FORSYTH suggested that, in view of the patient's condition 
being not incompatible with a familial type of splenic enlargement, the parents 
and other members of the family should be physically examined. If, for 
example, it could be shown that a parent’s spleen had been enlarged from 
childhood, this fact would be a counter-indication for operating on the patient. 


Mediastinal Teratoma. 
By H. Morriston Davies, M.C. 


F. W., AGED 21, was admitted in March, 1913. Six weeks pre- 
viously he had noticed a swelling over the upper part of the left chest, 
which increased rapidly in size, and became red and painful. He was 
admitted to the Lewisham Infirmary with a temperature of 104°8° F. 
The swelling was incised through the third space and pus escaped. It 
was noticed that the pus was of a peculiar consistency. A few days 
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later, as there was no improvement in the patient’s condition, another 
opening was made in the anterior axillary line, portions of the fourth rib 
being excised. The general condition became worse, and there was 
expectoration of large quantities of offensive sputum. Some hairs were 
found in the discharge from the wound, and the condition was recognised 
as an infected dermoid. On March 22 he was transferred to my care. 
He was extremely emaciated, and in a condition of profound toxemia. 
His temperature fluctuated between 102° F. and 104° F. Theskin around 
the opening was excoriated, and there was slight bulging of the sur- 
rounding chest wall. There was a copious discharge of pus, sebaceous 
material, and occasionally hairs. The heart was displaced to the right, 
and there was cough and offensive expectoration. On March 25, under 
local anesthesia, the third left costal cartilage was removed, and the 
finger-like processes of the teratoma could be seen. A cavity was found 
extending inwards to the right of the sternum, outwards to the anterior 
axillary line, downwards to the fourth space, and upwards to under the 
first cartilages on both sides. A week later, as drainage was inadequate, 
portions of the third and fourth left ribs were removed under open 
ether. The patient suffered very greatly from shock, but improved 
slightly during the succeeding weeks. On May 29 the left second 
costal cartilage was removed, the second and third right costal cartilages 
were divided, and the upper part of the body of the sternum was excised. 
On June 26 the teratoma was partially separated from the pericardium, 
and on August 28 further detachments were divided so as to give better 
drainage. These operations were done under chloroform anesthesia, 
and were followed by great shock. By September 17 the patient was 
much better, and cough and expectoration had ceased. Between 
November 14 and January 19, 1914, the projecting portions of the 
teratoma were on five occasions excised under gas and oxygen. On 
June 16 I began to separate the main mass of the teratoma from its 
attachments to the pericardium, aorta, and surrounding structures ; it 
required five operations under gas and oxygen before the mass was 
excised. This part of the growth measured 13 cm. by 8 cm. by 7°2 cm., 
half of which I show here to-night. It contains, in addition to stratified 
epithelium, hairs, sebaceous matter, mucous follicles, cartilage and bone, 
cysts containing mucus, and lined by ciliated columnar epithelium. 
A further portion of the epithelium was treated in the same way and 
excised on November 9; this measured 7 cm. by 5 cm. by 4cm. There 
is at the present time, as far as I can make out, very little of the tera- 
toma left. The granulations over the pericardium and other structures 
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are becoming rapidly covered with epithelium, and the cavity from 
which the teratoma was removed has become to a great extent 
obliterated, partly by the mediastinum and partly by the expansion 
of the lung. 


Bronchiectasis treated by Ligature of Branch of 
Pulmonary Artery. 


By H. Morriston Davies, M.C. 


EK. B., AGED 17, was admitted in May, 1913. Seven years ago he 
had a severe attack of bronchitis, from which he “ never properly re- 
covered.” During the previous year his cough was much worse and 
he expectorated large quantities of offensive sputum. Physical signs 
consisted of dullness and weak breath sounds over the right base, and 
The sputum contained many different forms of organisms, 


coarse rales. 
including streptothrices. 
The lung was completely displaced by nitrogen, and, four days later 


(June 9), the right side of the chest was opened through the fourth 
intercostal space, and portions of the fourth and fifth ribs removed. 
The branch of the pulmonary artery going to the lower lobe was then 
tied at the root of the lobe. The patient was anwesthetised by infusion 
ether and the lung was kept partially expanded by my hyperatmospheric 
apparatus. As soon as the chest was opened the vagus was injected 
immediately above the hilum of the lung with 2 per cent. novocaine. 
The patient experienced practically no shock after the operation. The 
temperature rose on the third day, and 24 oz. of clear fluid were aspirated 
from the right side of the chest. On June 18 the temperature was still 
up, and turbid fluid, which contained streptococci, was now found in the 
pleural cavity. This was drained through an opening in the incision. 
Three days later, as the discharge and sputum were offensive, a 
counter-opening was made behind through the ninth rib under local 
anesthesia. 

From this time recovery was uneventful. By August 1 the sputum 
was reduced to about 4 dr. only per diem, and a small sinus was present, 
and on August 15 he was discharged to the Schiff Home. 

The patient has now been working as an hotel porter for many 
months. He tells me that he feels perfectly well and only occasionally 
coughs (two or three times a week). 
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The skiagram taken at the beginning of last year shows a shadow 
at the base of the lung, but in the one taken this year this shadow has 
greatly diminished, and the diaphragm is now visible for the first time 
since he came under my care. 


DISCUSSION. 


The PRESIDENT (Mr. C. J. Symonds, M.S.) asked whether the closure of 
the cavities might be due in part, if not altogether, to the cicatrisation after 
the local suppuration in the pleura. 


Dr. DE HAVILLAND HALL congratulated Mr. Morriston Davies on the 
success of his operation. He asked whether the introduction of nitrogen into 
the pleural cavity and consequent collapse of the lung, as in cases of tuber- 
culosis, would not also be useful in cases of bronchiectasis. He wondered how 
much of the benefit of the operation was due to the ligature of a branch of the 
pulmonary artery, and how much was due to the collapse of the lung. 


Mr. MORRISTON DAVIES, in reply, stated that nitrogen displacement had 
been tried repeatedly as a method of treatment of bronchiectasis, but had been 
found to be beneficial only so long as complete collapse of the lung was main- 
tained. It was of great value, however, as a preliminary to ligature of a branch 
of the pulmonary artery, or to the operation of rib mobilisation, as it led to an 
improvement in the patient’s general condition by abolishing the retention of 
the secretions in the bronchi and the consequent toxemia. He did not think 
that thickening of the pleura or cicatrisation of the surrounding structures 
accounted for the marked improvement in this case, as there was no evidence 
of such change in the skiagram. 


Bronchiectasis treated by Rib Mobilisation (Wilm’s). 
By H. Morriston Daviess, M.C. 


N. N., aGep 15, deaf and dumb, was admitted in September, 1913, 
with extensive bronchiectasis involving the whole of the right side. 
Over the left base the percussion note was impaired ; the breath sounds 
were harsh; expiration was prolonged and there were moist sounds. 
Nitrogen displacement was tried, but failed, owing to adhesions. 

On September 16 the first stage of the operation was done, portions 
of the first nine ribs being removed through a posterior incision. Ten 
days later the second stage was done, the first to the seventh costal 
cartilages, including the costal margin, being cut away. There was 
slight shock after each operation. 


a 
7 
4 


4 
| 
| 
| 
| 
| 
‘ | 
aa 
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The patient’s general condition is now greatly improved. The cough 
and sputum are greatly diminished, and the latter is no longer offensive. 
The patient, who previously was often drowsy and apathetic, is now 
a bright girl and able to go out to work for the whole of each day. 


The PRESIDENT contrasted the greater advantage of this method of reduc- 
ing the size of the chest cavity over the ordinary method of Estlander. He 
mentioned having carried out this latter method on several occasions, and 
always found it necessary to remove the periosteum. He asked whether the 
periosteum was removed by Mr. Morriston Davies. (The answer was in the 
negative.) 


Osteitis Fibrosa Cystica. 


By H. Morriston Davies, M.C. 


M. 8., AGED 14, fell on her left hip eighteen months ago. Pain was 
slight and passed off in the course of the day. In March, 1914, she 
again fell on her hip, and since then she has had occasional slight pain 
and has limped continuously. She was seen in April, and a skiagram 
then taken showed a condition of affairs very similar to that which can 
be seen in the one taken this month. 

There is at present very slight limitation of flexion, more of extension, 
some limitation of abduction and adduction, marked limitation of internal 
rotation, but none of external rotation. The range of movement in this 
direction is, however, not increased. There is shortening of the limb, 
and the great trochanter is raised above Nélaton’s line to an extent 
practically corresponding with the shortening. The enlargement of the 
upper end of the shaft and of the neck of the femur can be felt. The 
skiagram shows curvature and enlargement of the upper end of the 
shaft and of the neck of the femur ; the bone is expanded and the cystic 
condition and septa are easily seen. The epiphysis of the great 
trochanter is unaffected. The only alteration since April is a slight 
increase in expansion of the outer aspect of the bone. 
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A Case of “ Fibrocystic Disease” of the Femur. 


By Boyp, F.R.C.S. 

C. F., AGED 8, was admitted to Charing Cross Hospital in November, r 
1914, for pain in and swelling of the upper part of the right thigh. |: 


The mother stated that the child had been ailing and getting thin . 
“for some time.” For a fortnight she had been under treatment, and a 
the doctor at first thought she was going to have a fever. After a week 
the child complained of pain in the left thigh, causing the mother to 
wrap it in flannel. About a week later, being better, the mother let . 
her go out. She was knocked down by boys playing, and said she fell 
on her back, her legs going up. She cried so much that the mother 
took her to the doctor, who sent her to Charing Cross Hospital for an 
X-ray photograph. This was early in November. She was admitted 
sixteen days later, not having been kept in bed, but the mother thought 
her leg was getting ‘drawn up” (she probably walked on the toes), and 
tried to get the child’s admission hastened. | 


The first skiagram showed swelling of the upper fourth of the shaft 
of the femur, thinning of the compact tissue in this region, especially 
on the outer side; a large central translucent area extending up to the 
base of the neck; a transverse fissure extending inwards half-way 
through the femur, starting 1} in. below the trochanteric epiphysis. | | 
There was no evidence of external callus about this fissure. Thickening 
of the bone could be felt, nothing else abnormal. 

Dr. Ironside Bruce’s X-ray diagnosis was “ central growth or inflam- 
mation, (?) tubercular.” Both are very rare. Temperature was normal. 

Operation : Incision on the antero-external aspect of swelling revealed 
a low bony prominence ; the only place where a definite edge had been 
previously felt. The bony cap was removed. A sharp spoon removed 
at first only very soft red marrow and soft bony lamelle. But ulti- 
mately a small mass of purplish-grey tissue was brought up from below 
the opening in the bone, possibly from the neighbourhood of the fissure. 
It was well outlined, and looked to me like the edge of a sarcoma. No 
fluid escaped. 

Microscopy: Dr. Topley had to decalcify before he could get a 
section. He reported that the tissue was not sarcomatous but ossifying 
connective tissue. Dr. Dudgeon was kind enough to confirm this. 
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After-course: The child was kept in bed. A monthly skiagram 
showed rapid thickening of compact tissue of shaft and diminution of 
translucency. The child has now been up for a week, running about 
naturally. 

The patient was the tenth and last child of the family. She was 
“nursed,” like all the others. Before the above-described illness she 
had suffered only from measles. A Wassermann reaction was negative. 
Six of the ten children are living and healthy. The second and fifth 
were born dead after instrumental confinements ; the third died at the 
age of 14 months from “ teething and convulsions” ; the fourth died at 
the age of 19 of “ pneumonia which turned to consumption.”’ No child 
showed signs of congenital syphilis so far as could be gathered. The 
mother stated that she and her husband had had no illnesses of any 
severity. 

Though no cysts were present this case is probably of the same 
kind as that which Mr. Morriston Davies is showing under the name 


Diagram of section of femur and tibia, showing areas occupied by ‘‘ fibrocystic disease ” (?). 
The shading in the femoral area represents deposit of lime salts. 


“Osteitis fibrosa cystica.”” In their absence the diagnosis may be 
difficult, as the narration of my case shows, and I am much indebted to 
Dr. Topley and Dr. Dudgeon for their help in the matter. Many years 
ago I had a case in which I had no such help, and in which, as I now 
believe, I committed a grave error. A healthy-looking boy, aged 13, 
came to me in January, 1907, complaining of swelling of the right thigh 
which had begun (i.e., been noticed) on Christmas Eve, but he had had 
occasional pain in thigh previously. No cause was known. He had 
had “rheumatism” three and a half years previously, was in bed a 
week, and had walked peculiarly since. His parents, brothers, and 
sisters were all well. I went into the question of syphilis with the 
father, who denied the possibility of it. The boy showed no signs of 
congenital syphilis. The enlargement of the right thigh in its upper 
half was sufficient to show in a photograph. The soft parts were 
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normal; the femur was thickened and seemed bowed forwards and 
outwards, where a “boss” could be felt. Muscles somewhat wasted. 
The right tibia also was 1 in. longer than the left, wider, and somewhat 
irregular in outline. I cut down on the “ boss” on the femur, removed 
a thin cap of bone and exposed rather firm pale pink tissue, which, to 
the naked eye and under the microscope, seemed to be a fibrosarcoma. 
I amputated through the hip-joint and the disease did not recur. 

A longitudinal section of each bone showed an outlined patch 
of pale pinkish-white tissue, firm, calcified over a considerable area 
in the femur but not in the tibia, surrounded by thinned, compact 
tissue which had yielded on the front of the femur in the form of a 
“boss,” but bone covered the new tissue everywhere. The periosteum 
stripped easily. The surface of the tibia where bulging was purplish. 
The tendency of the femur to bend was resisted by hypertrophy of the 
linea aspera. 

I always had a suspicion that whatever the nature of this change 
may be, it was not sarcomatous. I now think that this case will find 
its place among those which we are discussing this evening. Curetting, 
where applicable, seems to lead to a cure, but it would be worth while 
trying the effect of radium or X-rays upon these young cells. 


DISCUSSION. 


Dr. HAMILL compared the skiagrams of the cases shown with those of a 
patient under his care (pp. 38-39). His patient, a boy, aged 15, had sustained 
fractures on nine occasions, the first in 1911 and the last in May, 1914. On the 
last occasion he fractured the humerus. radius, and ulna of both arms. Several 
of the fractures had been caused by very slight force, and one of the right 
humerus in December, 1913, was the result of a slight exertion. Skiagrams 
showed the existence of fibrocystic disease in all the long bones and in two 
metacarpals. The humeri were most extensively affected, but the right femur 
was as yet but little diseased. The fractures gave rise to relatively little pain 
and the bones united readily. Apart from the affection of the bones, the 
patient was otherwise normal and there did not appear to be any evidence of 
disordered internal secretions. In a patient in whom a bone was but little 
affected, he would advise opening the bone and curetting the cavity, so as to 
remove all the diseased portions, but in his case such a procedure could not 
well be carried out. 


The PRESIDENT showed a skiagram of the upper end of the femur, 
exhibiting a spontaneous fracture of the great trochanter and shaft with the 
appearances presented by the ordinary extra-capsular impacted fracture; the 
bone showed a loss of compact tissue. It was thought at first to be a growth, 


a 
aa 
q 
a 
al 
a 
a 
| 
| 


Fic, 1. Fic. 2. 
Hamill: Case of fibrocystic disease. 


Fig. 1.—Right humerus, lateral view. (This skiagram, together with those illustrated in 
figs. 2, 3, and 4, was taken in July, 1914.) The bone was fractured in April, 1912, December, 
1913, and May 27,1914. The whole shaft, with the exception of the upper inch, is extensively 
affected by the disease. The sites of the fractures are readily recognisable. 


Fig. 2.—Left humerus, lateral view. Fractures occurred in October, 1911, July, 1913, 
April 26 and May 27, 1914. 
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Fia. 3. 
Hamill: Case of fibrocystic disease. 


Fig. 3.—Right tibia and fibula, lateral view. The disease is not so extensive as in the case 
of the humerus ; the callus at the site of the fracture, which occurred in July, 1913, is fairly 


dense. 
Fig. 4.—Left tibia and fibula, fractured in July and November, 1913. The disease is more 


advanced than on the right side, but good union has taken place at the sites of injury. 
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but in the light of the cases shown by Mr. Morriston Davies and Mr. Stanley 
Boyd that evening, as well as from the preservation of the natural outline of 
the bone, he thought it was probably an example of the disease under dis- 
cussion. The patient was a lady, aged 28. He hoped later to publish the 
case in detail. 


Mr. ELMSLIE thought that no one who had had experience of such cases 
would doubt the correctness of diagnosis in these. They illustrated very well 
the usual modes in which fibrocystic disease of the long bones made itself 
evident—in Mr. Boyd’s case by an incomplete fracture, in Mr. Morriston 
Davies's by enlargement of the bone with bending. The whole subject of 
these somewhat rare conditions badly needed ventilation, for mistakes in 
diagnosis were not infrequent, and had led to the unnecessary sacrifice of 
the limb. In a case of disease of the upper femur, for which the late 
Mr. Roughton performed amputation at the Royal Free Hospital some years 
ago, that surgeon himself expressed doubt after the operation as to the 
diagnosis. He (Mr. Elmslie) had been able to examine the specimen last year 
and had no doubt that it was a case of fibrocystic disease. The patient was 
traced and found to be well, without recurrence, five and a half years after the 
amputation. Similar cases were on record, including one in which a German 
surgeon claimed to have cured a sarcoma of the femur by curetting. The 
pathological picture in these conditions was so extraordinarily varied that it 
was very doubtful whether the conditions should be classed as inflammatory, 
or whether they were not rather a metaplasia of the bone and marrow tissues. 
In view of this doubt Mr. Elmslie suggested that for the present the name ‘ 
fibrocystic disease of the bones” should be used, as this did not commit 
them to any theory of causation. He thought that there was evidence in 
Mr. Morriston Davies’s case that the disease was progressing, and that the 
bone should be opened and curetted. It was important that curetting should 
be persevered with until normal marrow or cancellous bone was reached above 
and below the disease. 
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So-called “ Frost-bite.” 
By R. H. Jocetyn Swan, M.S. 


DurinG the last few months so large a number of soldiers have 
been incapacitated by a painful condition of the feet, which is described 
‘as “‘ frost-bite,” that the subject deserves the attention of the medical 
authorities, and I now bring the question before you in the hope that 
discussion may elucidate its pathology and provide some guidance for 
its treatment and prevention. 

I have seen over a hundred of these cases, eighty of which have been 
admitted to the wards of the Royal Herbert Hospital. Almost without 
exception these men have been subjected to long standing in the 
trenches in mud and thawing snow, without any opportunity of active 
exercise or change of position other than that of sitting down with 
pendent feet. I have made careful inquiries in all cases as to the 
condition of their boots and clothing, and find that nearly all wear 
boots one or two sizes larger than in ordinary life—and in only two 
cases did I find that more than one pair of socks’ were worn. All 
declare that bootlaces and puttees have not been tied tightly. Hence 
the one condition which seems applicable to all cases is the continuous 
standing with wet feet. One patient was affected in both feet and in 
the fingers of the right hand; he had worn a wet woollen glove on the 
right hand, while the left, which was unaffected, was ungloved. 

The patient states that the foot first feels cold and numbed, but that 


he is sometimes able to restore warmth to it by stamping the foot on the . 


ground. On trying to walk, the front part of the foot is insensitive and 
he feels as if he is walking on his heel. Patients thus affected are often 
obliged to remain in the trenches until darkness comes on, before they 
can be moved to the field dressing station, during which time the causa- 
tive factor’ continues and the condition is made worse by the swelling 
of the confined foot. When the boot is removed the swelling becomes 
more marked, and in a few cases the skin of the foot is blistered. In 
a few of the earlier cases the condition was perhaps made worse by the 
application of warmth, but this has been exceptional in my experience. 
It should be remembered, too, that any description of these cases 
is limited to one’s personal experience in an English base hospital, and 
that patients are seen three or more days after the onset of the affection. 
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The cases present themselves in two distinct groups: one in which 
there is little gross change in the tissues of the feet, but marked 
subjective changes; the other in which tissue destruction has occurred, 
leading to gangrene varying from a superficial skin lesion to a massive 
gangrene affecting the toes or even the whole foot. In these cases of 
gangrene I was unable to obtain any evidence of the increased intensity 
of cold or any difference in the primary treatment applied to the feet. 

The cases in which no gross lesion is present are by far the most 
numerous. The skin of the anterior part of the dorsum of the foot may 
be slightly oedematous, of slightly bluish colour, and often rather dry 
and scaly. The patients complain of pain of an aching, swollen, or 
bursting character, which is most severe at night and keeps them 
awake. Most of these cases show a marked area of cutaneous anesthesia 
and analgesia extending in “ stocking form” from the points of the toes 
to the heads or even to the bases of the metatarsal bones, whilst the 
joint sense and vibration sense may be lost. In some cases the 
cutaneous change is a marked hyperesthesia, the slightest touch, even 
of a piece of cotton-wool, causing pain. I am satisfied that the 
hyperesthetic condition does not precede or follow the anesthetic, as 
I was inclined to think at first, and I can give no reason for the different 
condition when the local appearance is the same. Whichever condition 
is present, however, there is often marked pain on passive movement 
of the toes or upon applying any pressure upon the metatarsal portion 
of the foot. 

I am not inclined to look upon this condition in any way as a 
“ neurosis,” as has been suggested, but rather as a tissue change due 
to vasomotor constriction maintained for some time. 

The cases which present more interest from the surgical point of 
view are those in which some actual gross lesion of the tissues has 
occurred. In the simplest form this is seen as a small area into which 
hemorrhage has occurred, the skin over it being discoloured, dry, and 
wrinkled. This area may slowly slough, leaving an ulcerated surface 
which is slow to heal. In one case under my care the under surface 
of each great toe was affected, the one as a slight cutaneous discoloration, 
the other as a distinct ulcer covered by dull granulations. 

In a more advanced condition one or more toes are gangrenous, 
presenting a dark, dry, wrinkled appearance with rapid formation of 
a pronounced line of demarcation—the typical appearance of dry 
gangrene. In several cases under my care it has been noticed that 
the great toe has been more seriously affected than the others, and 
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when all the toes are affected the line of demarcation has become 
progressively near the periphery towards the outer side of the foot. 
These cases of dry gangrene are best let alone, as the gangrenous part 
slowly separates, leaving a healing granulating area, from which it may 
be necessary later to remove any prominent piece of bone. In one case 
under the care of my colleague, Mr. Rowntree, separation took place 
behind the heads of the metatarsal bones and no operative interference 
was necessary. In cases in which actual gangrene has taken place it 
is more usual for only one foot to be thus affected, and I have been 
unable to discover any physical reason for this, although apparently the 
same factors were present on both sides. The gangrenous areas do not 
present any relation to any particular points of pressure that would 
occur on standing, but rather affect the peripheral parts of the 
extremity. 

In three cases under my care, a further extension of the tissue 
destruction has occurred, accompanied by rapid sloughing and a condition 
of moist gangrene, the terminal part of the foot being blackened, whilst 
the dorsum and lateral aspects were occupied by areas of superficial 
gangrene. There was much exudation of foul pus, the skin quickly 
separating, with rapid infection of the tarsal and metatarsal joints. In 
two of these cases the condition was unilateral, and one of them developed 
tetanus on the fourteenth day, the spasms being particularly severe, and 
death occurred after four days. The third case is the most severe which 
I have yet seen. Both feet were involved, the right more than the left. 
The patient was extremely ill, having frequent rigors, with temperature 
reaching 106° F., the tarsal and ankle joints of the right foot were 
involved, and I amputated through the lower third of the leg. He 
improved for a few days, when a septic temperature recurred, and as 
he was obviously going downhill rapidly I amputated the left foot 
through the ankle-joint, cutting through purulent tissues in fashioning 
the flaps. From that time he commenced to improve and is now doing 
very well. 

I have at present under my care a patient who has in one foot 
exactly the same symptoms as I have described, with discoloration and 
ulceration in two toes. He has not been out of England, but has lived 
in barracks, and has not been subjected to any long exposure with 
wet feet. 
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TREATMENT. 


Of the treatment of these cases there is not much to be said. In 
the majority of the cases presenting subjective symptoms of aching and 
anesthesia I find it best to keep the patient in bed with the limb 
raised, to dry the foot with spirit, and cover it with wool after dusting 
with boracic acid powder. Twice a day they are gently massaged, and 
in some cases weak faradism applied, but I have found no advantage 
from electric baths. The aching pain is usually relieved by aspirin. 
Where the skin is very discoloured from underlying hemorrhage I treat 
them in the same way, but where actual tissue destruction has occurred, 
the foot is well cleaned and painted with 2 per cent. solution of iodine 
in spirit ; when a line of demarcation appears the surface is wrapped in 
cyanide gauze, which is changed daily until the part is easily removed ; 
and I would much rather await a natural separation than perform an 
amputation which must necessarily sacrifice a greater amount of the 
foot for the formation of the necessary flaps. 

Where moist gangrene is met with, and especially where toxic 
absorption has taken place, amputation just above the gangrenous area 
is required, but it is not necessary to sacrifice a lot of tissue by dividing . 
the limb some distance above the highest point of gangrene. In one 
case I did a Symes’s amputation and found pus in the tendon sheaths in 
front of the ankle, whilst there was a sloughing ulcer behind the heel. 
Very few sutures were put in and the stump drained with a good 


result. 
PROPHYLAXIS. 


It is probably to the prevention of this condition that attention 
should be chiefly. directed. lo my mind the condition, whatever its 
true pathology, is more likely to be due to the prolonged maintenance 
of a pendent position of the feet, wet from soakage in the slushy mud 
of the trenches, without any opportunity of exercise or of drying the 
feet, rather than to the severity of frost. It is perhaps noteworthy that 
the frost-bite known to Alpine climbers is more likely to occur when 
a thaw sets in than when there is severe frost. Perhaps with the 
approach of spring and better weather these cases may not occur, but 
there is no certainty that the present campaign will not go through 
another winter, when our soldiers may be fighting in even more severe 
climatic conditions than have already been experienced. Cannot we 
therefore arrange that their feet should be better protected from wet 
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DESCRIPTION OF PLATE. 


Fic. 1.—Uleeration of the inner side of distal part of great toe by 
superficial gangrene of skin. 


Fic. 2.—Dry gangrene of four inner toes, the great toe being most 
affected. Rest of foot is normal. 


Fic. 3.—Dry gangrene of anterior portion of foot with subcutaneous 
hemorrhages under skin of dorsum of foot. (Mr. Rowntree’s case.) 


Fic. 4.—Massive moist gangrene of both feet: the tendon sheaths 
and tarsal joints were rapidly opened up in the process. Severe toxic 
symptoms requiring amputation through the lower third of leg on right 
side and through the ankle-joint on the left. 


Fic. 5.—Moist gangrene of foot. Rapid disorganisation of tarsal joints. 
Developed tetanus on fourteenth day. 


These figures are reproduced from some of the series exhibited by 
Mr. Swan, taken by the Paget process of colour photography. 
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when fighting in conditions which make active movement impossible ? 
The regulation military boot cannot be improved upon as far as quality 
goes, but no ordinary boot will prevent water getting in over the top. 
A gum boot might serve, but it would necessarily impede movements 
in attack or defence. Waders, as used by ardent fishermen, are too 
expensive for general supply, but have been a boon to those fortunate 
enough to possess them; and I think some good might be found from 
the use of thin mackintosh in the form of a stocking outside the sock 
but inside the puttee. This might retain any body moisture, it is true, 
but already the Canadian forces at the front have improvised mackintosh 
in this way, with good results. I have heard that a condition similar 
to that which I have described occurred in the recent Balkan War 
owing to the long-continued damp to which the soldiers’ feet were 
subjected. Another means of prevention, to which attention might be 
directed, is that of thoroughly smearing the feet with an abundance of 
vaseline, and I understand that the free use of whale oil on the feet 
has been very effectual in preventing the trouble. It might also be of 
use if the boots were large enough to allow some play of the toes, and 
the men instructed to practise this. The circulation in the extremities 
would be improved ; but I feel sure that if the continuous effect of wet 
could be avoided, we should hear less of these cases of so-called ‘‘ frost- 
bite.” 


DISCUSSION. 


Dr. GALLOWAY said that after seeing Mr. Jocelyn Swan's demonstration 
and listening to his remarks, it must be clear to all that the name “ frost- 
bite,” as applied to these cases of injury occurring in our troops abroad during 
the winter campaign, was both erroneous and misleading. He had seen 
a considerable number of these cases at No. 4 Genera Hospital, some of them 
being under his own care, and had early come to the conclusion that the 
condition, even when it involved necrosis, was not due to freezing of the 
extremities. The injury, of which so many cases have occurred, was clearly 
due to prolonged partial arrest of the circulation, and cold was, only one of the 
factors in its causation. More important were the swelling of the feet, the 
comparatively tight footgear, the want of movement for considerable periods, 
added to the constant wet and cold. It was of interest to recollect the close 
resemblance between the appearances in these cases and the very similar state 
of affairs occurring as the result of what Dr. L. Buerger, of New York, has 
named “thrombo-angeitis obliterans.” Numerous cases of this condition had 
been described by Dr. Parkes Weber and Dr. L. Buerger, occurring nearly 
always among Jews in London and New York. These patients often gave 
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evidence of feeble nutrition, and it had been suggested that the influence of 
tobacco was considerable in their causation. Many of the sufferers had been 
employed as cigarette makers and in other ways in the tobacco industry. This 
explanation, which appeared to have some foundation, suggested that the 
excessive smoking of cigarettes, encouraged by the enormous quantities sent 
to our troops, might be another factor in causing this serious disease among 
our soldiers. He hoped that a report might be forthcoming on the pathological 
changes observed in the arteries and veins of the affected parts in those cases 
in which amputation of parts of the limbs had been performed. These results 
would be of interest to compare with those already recorded by Dr. Buerger. 
Dr. Galloway thought that prevention could be brought about to a large extent 
by securing not only dryness and warmth, but by keeping the lower extremities 
in movement. He had recently seen a picture of a Belgian soldier in the 
trenches wearing large sabots on his feet packed with plenty of straw, and with 
his legs loosely covered. He thought that this was probably a better type 
of foot covering under the conditions than the comparatively tight boots and 
puttees worn by our men. There seemed to be no doubt that the use of 
vaseline or some other oily material, with plenty of rubbing of the extremities, 
was a most useful precaution in the prevention of this injury. 


Dr. E. G. FEARNSIDES said that the cases’ which he had seen could be 
classified in three groups: (1) Those with gross objective signs with perhaps 
some sensory loss of the type seen in cases of peripheral neuritis, but no 
subjective symptoms. (2) An intermediate group with less gross objective 
manifestations and slight blunting of sensation over the distal parts of the 
feet, but no absolute anwsthesia ; in a few cases in this group he had found 
a band of hyperasthesia at the upper border of the affected area. (3) Those 
in which, on arrival in this country, few or no objective signs were present, 
but sensation was lost over an area of the stocking type and subjective com- 
plaints and general apprehensiveness were extremely prominent; in civil 
practice such manifestations would be ascribed to a neurosis. He had not 
seen any cases of classical frost-bite due to the actual freezing of the soft 
tissues. Three of his patients, however, had suffered when in other parts of 
the world from this classical type of frost-bite; these men were agreed that 
their symptoms in the past when suffering from frost-bite, and now when 
suffering from “ trench-foot,”’ were entirely different. In the Balkan War 
it had been agreed that the objective changes were vascular in origin. 


' Cf. Fearnsides and Culpin, Brit. Med, Journ., 1915, i, p. 84; Fearnsides, Brit, Journ. 
Derm., February, 1915, pp. 33-51. 
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March 12, 1915. 


Mr. CHARTERS J. Symonps, M.S., President of the Section, in the Chair. 


Tumour of Neck; Obstruction of Superior Vena Cava. 
By J. Porter Parkinson, M.D. 


K. J. L., FEMALE, aged 50, had lumps in the neck since the age 
of 10; these increased at about the age of 20, but diminished under 
application of iodine. She married when aged 30, and has had three 
children and no miscarriages. At the age of 34 the neck suddenly 
became stiff and she had severe pains; there is no pain now, but 
the stiffness has increased. Four or five years ago she noticed enlarged 
veins on the chest, and these have steadily increased in size. She has 
been getting somewhat thinner for the last eight years. Menopause 
six months ago. 

On admission to hospital under the care of my colleague, Dr. 
Byrne (who has kindly permitted me to show the case), she appeared 
a somewhat thin woman, weighing 7 st. 6 lb. The head was held 
rigidly, somewhat bent forward, and not the slightest rotation could be 
produced. The muscles of the back of the neck were large and exceed- 
ingly hard, almost as if converted into bone. On each side of the neck, 
under the sternomastoids, was a somewhat irregular mass which moved 
on palpation ; in the act of swallowing, its consistence varied from an 
indefinite fluctuation in some parts to a cartilaginous hardness in others. 
It was not adherent to the skin or surrounding parts. The isthmus of 
the thyroid could be felt, but was not enlarged to any extent. The right 
carotid artery was displaced backwards. There was enormous dilatation 
of the veins of the chest and abdomen, the direction of the blood-flow 
being downwards. Nothing abnormal could be made out in the chest 
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or abdomen. The urine was normal. The temperature varied between 
98° F. and 99°4° F. 

Skiagrams show no change in the vertebral column, no ossification 
of the muscles of the neck, and nothing abnormal in the chest. 

After a month’s treatment of the muscles of the neck by potassium 
iodide ionisation some slight movements of the neck are possible, but, 
on the whole, the condition is unchanged. The Wassermann reaction 
is negative. Blood examination shows: Hemoglobin, 90 per cent. ; 
red blood corpuscles, 5,170,000; leucocytes, 3,200; polymorpho- 
nuclears, 64 per cent.; large lymphocytes, 8 per cent.; small lympho- 
cytes, 20 per cent. ; transitionals, 4 per cent.; eosinophiles, 4 per cent. 

I have brought the case for suggestions as to diagnosis: first, as 
to the nature of the tumours of the neck and the condition of the 
muscles, and secondly the cause of the interference with the superior 
vena cava. The neck tumours are, I suggest, enlargements of the 
lateral lobes of the thyroid, of the nature of a cystic adenoma partially 
calcified. Had it not been for a negative Wassermann reaction, tertiary 
syphilis might have accounted for the condition of the muscles of the 
neck and for the interference with the veins of the chest, and even 
now this seems to me a possible explanation. 


DISCUSSION. 


Mr. KELLOCK thought the most likely explanation was that the curvature 
in the spine and the tumour of the thyroid were not directly connected. He 
thought the former was due to spondylitis deformans, and that the cervical 
curvature in a forward direction was pressing on the enlarged and, in 
parts, calcified thyroid gland, and so causing an obstruction in the superior 
vena cava. 


Dr. ADOLPHE ABRAHAMS said he had been in the position of observing the 
patient during the whole period that she had been under treatment. He had 
never felt satisfied that a mediastinal tumour was present; he had never been 
able to detect any area of impaired resonance, the skiagram showed no 
shadow, and it was a striking feature that there never had been any dyspnea. 
He had, therefore, been much interested in hearing Mr. Kellock’s opinion as 
to the causation of the venous obstruction. He would also like to add his 
opinion that the swelling and the rigidity of the spine were in no way 
connected. 
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Non-syphilitic Arteritis Obliterans (‘‘ Thrombo-angiitis” of 
Leo Buerger), with Gangrene of Toes. Remarks on 
the Occasional Connexion with Traumata. 


By F. Parkes WEBER, M.D. 


THE patient, A. S., aged 25, is a tailor, of Jewish race, who came 
from Russia to London nine years ago. He is delicate-looking and 
thin, having, as he says, lost about 28 lb. in weight during the last two 
years. He denies having had any venereal disease, and has two children, 
both living and healthy. His wife has had no miscarriages. There is 
no family history of nervous diseases. Seven years ago he first had 
trouble in his left foot and a doctor removed the nail of the big toe, 
which he thought was “ ingrowing.”’ Gangrene of the big toe followed, 
and ultimately, about twelve weeks later, the whole of his big toe had 
to be removed. The wound healed up and for a long time the patient 
had no further symptoms in his feet. In March, 1913, however, he 
got his feet thoroughly chilled (they were not wet) and then warmed 
them in front of a fire. Thereupon, though the left foot did not ) | 
suffer, the distal portion of the right foot became painful, red and 
afterwards purple. The pain was so severe that he could not sleep. 

The nail and tip of the right great toe, which looked quite black, 

had to be removed, and the toe itself became permanently contracted. 

After the patient had been laid up for several weeks, the pain gradually 

diminished and then disappeared, but the cyanotic colouring of the foot ) 
persisted, though varying in degree from time to time. About five 
weeks ago the left foot assumed the same cyanotic appearance as the ) 
right foot, but he suffers no pain in either foot, though sometimes there 
is a sensation of “ pins and needles.’ For the last two years there has 
been a condition of “intermittent claudication” in both legs, that is 
to say, when walking he has had to rest every few minutes on account 
of pain in the calves of the legs. 

There seems to have been nothing peculiar in the patient’s past 
dietetic habits, and there is no history of lead or other poisoning. He 
says he has been very moderate with alcohol, but that he used to smoke 
about twenty cigarettes daily. There is no special constipation and there 
is no history of colitis, nor has he suffered from pyorrhcea alveolaris. He 
has a small depressed scar on the back of the left hand and another 
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one over the lumbar spinal column, both apparently attached to bone 
and dating from the first weeks of life. He says that he has never 
been subject to chilblains. 

Present condition: The distal portions of both feet are cyanotic,. 
the right more so than the left; the colour varies from time to time, 
especially according to position. Thus, when the feet are raised up 
they become paler, and when they are allowed to hang down they 
become more cyanosed. Both feet are of a somewhat flat-foot shape 


Skiagram of the feet of Dr. Weber’s patient A. S., taken in March, 1915, 


and feel cold. I cannot detect any pulsation in either the right or left 
dorsalis pedis artery, nor in‘any of the arteries of the feet. There 
is fair pulsation in both femoral arteries at the groin. The great toe 
of the right foot is, as already stated, permanently contracted in a flexed 
position. There is a certain amount of “glossy” trophic disturbance 
in the skin of the toes of both feet and there is the scabby scar of 
a recently healed ulcer on the right heel, where intermittent pressure 
occurs in walking. The patient thinks that his legs have wasted during 
the last two years, but only in proportion to the general wasting of his 
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whole body. Réntgen-ray examination of the feet (Dr. J. Metcalfe) 
shows some decalcification and bone absorption of the metatarsal and 
phalangeal bones, especially of the fifth toe of the right foot (see 
illustration). 

The patient has well-marked signs of valvular disease of the heart 
with hypertrophy of the left ventricle, probably of rheumatic origin, 
though there is no history of rheumatic fever. The physical signs are 
those of aortic reflux, but there is likewise a musical systolic murmur, 
best heard at the apex. There is no evidence of any other disease of 
the thoracic and abdominal and genito-urinary organs. Nothing 
abnormal in the upper extremities. The brachial systolic blood- 
pressure is 145 mm. Hg.’ There is no enlargement of the superficial 
lymphatic glands. The urine is free from albumin and sugar. Ophthal- 
moscopic examination of the patient’s eyes shows nothing abnormal ; 
the pupils react well. The knee-jerks are much exaggerated, and are 
of the “neurotic type,” which is accompanied by “ trepidation”’ of the 
whole limb. Plantar reflexes have not been obtained in either foot. 
The superficial abdominal and cremasteric reflexes are present. The 
blood serum gives a negative Wassermann reaction for syphilis. Blood- 
count (March 8, 1915): Red cells 5,760,000, and white cells 16,900 
to the cubic millimetre of blood; hemoglobin 85 per cent.; of the 
white cells 76 per cent. are polymorphonuclear leucocytes. 


REMARKS. 


I regard the case as one of non-syphilitic arteritis obliterans (the 
“thrombo-angiitis obliterans’’ of Leo Buerger), occurring, as it most 
frequently does, in a young adult male of Jewish stock from Eastern 
Europe. The exciting cause of the onset of the symptoms in the 
present patient’s right foot was a kind of “ frost-bite,” but the patient 
had already previously had disease in the other foot without “ frost- 
bite ’’ of any kind connected with it. In this association it is interesting 
to note that the condition of the foot after some cases of so-called 
“trench frost-bite "’ (Frénch, mal des tranchées) observed amongst the 
soldiers in the present war, resembles that in cases like the present one. 

The connexion of other kinds of trauma with cases like the present 
one may also sometimes be confusing. Thus, in a patient recently in 
the hospital, there was a history that a cab went over his foot. The 
patient was a Jew, aged 37, with a very painful condition of the left 


' But it is very variable. It doubtless varies considerably with sudden muscular move- 
ments of the body, mental excitement, &c. 
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foot, which kept him awake at night. The distal portion of the foot 
was red or purple, and there were black patches of superficial dry 
yangrene over the great toe and the heel. Pulsation was absent in the 
dorsal artery of the left foot, but was present in the dorsal artery of 
right (sound) foot. The left foot had certainly been run over, but the 
patient had complained of pains long previously, and slight atrophy of 
the calf-muscles of the left leg had been recorded three months before 
the accident, when the patient was at a health resort for treatment. 


DISCUSSION. 


Dr. ADOLPHE ABRAHAMS asked if this condition was restricted to Jews, 
and, if so, if Russian Jews alone were sufferers. It had always struck him 
as singular that certain diseases should be restricted to a race; and the Jewish 
race in particular appeared to have been particularly unfortunate in being 
afflicted with rare and exclusive conditions. This was markedly so in the case 
of amaurotic family idiocy, although in the only patient he had ever seen with 
that disease it had not been possible to trace any Jewish ancestry. 


Dr. WEBER answered that the typical affection seemed to occur almost 
exclusively amongst Jews belonging to Jewish families from Central Europe, 
but not necessarily Russian Jews. Similar symptoms might, however, be 
caused by other kinds of arterial obstruction, especially those resulting from 
syphilis. 


Sclerodactylia of Feet, associated with Arteritis Obliterans 
and Gangrene of Toes. 


By F. Parkes WEBER, M.D. 


THE patient, S. P., aged 48, a Russian Jew, was an in-patient under 
my care in July, 1914. He was a tailor by trade, of poor general 
nutrition. The skin over the toes of both feet was atrophic, shiny, and 
looking as if it were tightly stretched out; it was discoloured by purple 
mottling. Both feet tended to be cold. There was no anesthesia. 
I did not feel any pulsation in either dorsalis pedis artery, nor did I feel 
any arterial pulsation anywhere in the feet. Pulsation in the femoral 
arteries at the groin, normal. The calf-muscles were somewhat 
atrophic, but he said that his legs had always been thin. The tip of 
the fourth toe of the left foot had been cast off about seven years 
ago, he said, and the fourth toe of the right foot had been ampu- 
tated two years later. The second toe of the left foot was partially 
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necrosed (dry gangrene), and some bare bone was projecting at the end, 
where the soft part of the tip had fallen off. There was an ulcer in 
the atrophic skin over the outer part of the right heel, and over the 
corresponding part of the left heel there was the scar from a similar 
previous ulcer. Both feet were stiff and of somewhat flat-foot shape. 
Dr. James Metcalfe, as a result of examination by Réntgen-ray skia- 
grams, reported (July, 1914) that there seemed to be some decalcifica- 


Feet of the patient 8. P. (From a photograph taken on July 20, 1914.) 


tion of the bones in the feet and partial ankylosis of the joints. The 
knee-jerks on both sides were rather exaggerated ; no plantar reflexes 
could be obtained. The blood serum gave a negative Wassermann 
reaction for syphilis, and there was no history of previous syphilis or of 
alcoholism. The patient had been accustomed to smoke about twenty- 
five cigarettes a day. He had enjoyed good health until about 1907, 
when superficial gangrene commenced on the fourth toe of the left foot 
and the tip of the toe was thrown off. Half a year later the left great 
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toe gave him trouble and an ingrowing (?) toe-nail had to be removed. 
In 1909 the fourth toe of the right foot became diseased and was 
amputated with good result. Then, for a long time, he had no fresh 
trouble with his feet, but about six months before admission an ulcer 
appeared on the outer side of the left heel. This healed up after about 
three months, but then a similar: uleer developed on the right heel, 
which was still present on admission. The gangrene in the second toe 
of the left foot had commenced about two months before admission, 
and had been treated with hot fomentations. The patient had never 
observed any definite “‘ intermittent claudication” in the lower ex- 
tremities. The arteries of the upper extremities and his brachial blood- 
pressure appeared normal.’ Apart from the condition of the feet there 
was nothing special (including ophthalmoscopic examination) to be 
noted, excepting that the patient suffered from pyorrhcea alveolaris. 

In the hospital my surgical colleague, Mr. A. Compton, kindly 
amputated the second toe of the left foot at the metatarso-phalangeal 
joint, and, owing to the defective blood supply to the part, there was 
hardly any bleeding at the operation. The wound healed up slowly 
and he was able to get about again. His teeth were extracted on 
account of the pyorrhoea alveolaris. As a medicine he was given 
syrup of iodide of iron. 

The accompanying illustration is from a photograph of the feet 
taken on July 20, 1914. Since leaving the hospital (in December, 1914) 
the patient has suffered from great pain about the right great toe, 
where recently there has also been slight superficial ulceration. He is 
now markedly anemic and shows a polymorphonuclear leucocytosis. 
A blood-count (March 8, 1915) gives: Red cells 2,600,000, and white 
cells 35,600 to the cubic millimetre of blood; hemoglobin 60 per 
cent. Of the white cells 74 per cent. are polymorphonuclear leucocytes. 

The case seems to me to be one of an atrophic type of sclerodermia, 
limited to the feet (‘‘sclerodactylia” of the feet), associated with a 
definite ischemic condition (due to local arterial disease). In many 
respects the case resembles the one which I described in the British 
Journal of Dermatology for 1901 (vol. xiii, p. 41) under the heading, 
“Trophic Disorder of the Feet—an Anomalous and Asymmetrical Case 
of Sclerodactylia with Raynaud’s Phenomena.” Such cases differ con- 
siderably from those cases of symmetrical sclerodactylia in which the 
sclerodactylia is associated with atrophic sclerodermia of the face and 


‘The brachial systolic blood-pressure is about 145 mm. Hg.; but it is very unstable 
varying considerably even within a few hours. 
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other parts. A typical example of the generalised atrophic sclerodermia 
cases is that of a Jewish woman, who has been several times in the 
German Hospital during the past ten years, and whose case strikingly 
resembles that of the young woman shown by H. D. Rolleston and 
S. Vere Pearson at the Clinical Society of London in 1901 as an 
example of “Generalised Sclerodermia with Raynaud’s Disease.” ! 

It must be admitted that in the present case, could one examine 
the dorsal artery of either foot, it would perhaps not be found actually 
occluded by arteritis obliterans or thrombosis. Possibly one would find 
only contraction and thickening (not merely apparent thickening) of 
the middle coat. That is what I found in the examination of the 
amputated foot of a young man whose case I had described in 1901 (in 
the above-mentioned paper) as an anomalous example of sclerodactylia. 


A Case of Acromegaly. 
By F. Parkes WEBER, M.D. 


THE patient, I. L., aged 48, a Russian Jew, shoemaker by trade. 
first came under my care in February, 1914. He said that he formerly 
enjoyed good health, but that during the last three years he had noticed 
weakness in the hands, and thought that his nose, lower lip, hands and 
feet had increased in size. He had chronic glaucomatous changes in 
both eyes, and an iridectomy had been performed at the Middlesex 
Hospital three years ago for glaucoma inthe right eye. The accompany- 
ing illustration from a photograph, taken in the German Hospital, shows 
the appearance of the patient’s face and hands on February 23, 1914. 
The large nose and thick fingers and the feet are fairly characteristic of 
acromegaly. Vision, owing to the chronic glaucomatous condition of 
his eyes, was defective, but there was no evidence of hemianopia; and 
Rontgen-ray skiagrams (Dr. James Metcalfe) of the base of the skull 
showed nothing special, excepting that the pituitary fossa appeared a 
little deeper than normal. By Réntgen-ray examination the bones of the 
hands were seen to be very thick, but their thickness only corresponded 
to the great breadth and fleshiness of the whole hands. In regard to 
the skiagrams of the hands and feet, Dr. Metcalfe reported that the 
terminal phalangeal bones of the hands showed irregularities and some 


' Trans, Clin. Soc. Lond., 1901, xxxiv, p. 215. The same case was re-described by H. D. 
Rolleston and G. D, H. Carpenter in Proc. Roy. Soc. Med., 1910, iii (Clin. Sect.), p. 32, 
under the heading, ‘‘ Sclerodermia with Sclerodactyly.” 
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“ tufts,” the great toes showed exostoses, and the other toes were very 
“bushy”. at the ends. The patient’s blood serum gave a negative 
Wassermann reaction for syphilis. Pituitary treatment was tried for 
two months, and in April, 1914, the patient himself thought that “on 
the whole he felt a little stronger.” The result, however, was not very 
encouraging, and each hypodermic injection of 2 c.c. of pituitrin was 
followed in about ten minutes by pallor of the face, sweating, and 
feeling of faintness (cerebral anemia?). The treatment was discon- 
tinued at the end of April, 1914. The patient now complains chiefly of 


Dr. Weber's case of acromegaly. (From a photograph taken on February 23, 1914.) 


general debility and the progressive loss of vision connected with the 
chronic glaucoma. 

The association of acromegaly with glaucoma in the present case 
is, 1 suppose, a chance one. I have not heard of the same association 
having been observed in any other cases. The acromegalic patient in 
the present instance happens to be a Jew, and Jews (perhaps especially 
Jews from Poland and Eastern Europe) are rather more subject to 
glaucoma than the ordinary Latin, Celtic, Teutonic, Scandinavian, or 
Anglo-Saxon stocks of Western and Central Europe. 
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The Morvan Type of Syringomyelia (?). 
By F. Parkes WEBER, M.D. 


In 1883, Morvan, a French doctor, working in Brittany, described 
cases of a trophic disorder of the extremities associated with the 
formation of painless whitlows and areas of analgesia. Though 
Zambaco Pasha (Constantinople) tried to prove that Morvan’s cases 
were sporadic examples of attenuated leprosy (occurring in Europe), 
Charcot, Marinesco, Jeanselme, and others succeeded in proving that 
most of them were due to syringomyelia, and Charcot termed the 
so-called ‘‘ Morvan’s’’ disease (or rather syndrome or symptom- 
complex) the “‘ Morvan type of syringomyelia.” 

The present case is that of a man, aged 45, who for the last 
fifteen months has suffered from trophic disturbances in the hands 
characterised by the occasional formation of scabs, which gradually 
peel off. In the present case there is as yet no condition of actual 
‘ cheiromegalia,” as there is in some cases of syringomyelia, which can 
in any way be confused with acromegaly. Nor is the process of scab 
formation on the fingers associated with actual suppuration, as it is in 
some of the “ painless whitlows ” of the Morvan type of syringomyelia. 
The patient’s toes are somewhat “clubbed,” and the local thickenings 
of the skin over the toe-tips apparently correspond to the scabs on the 
finger-tips. There is a little superficial hypalgesia at the extremities. 
The ulnar nerves at the elbows feel perhaps somewhat thicker than 
in most persons, but there is no real evidence of anwsthetic leprosy, 
and the patient says he has not been out of Europe during the last 
sixteen years. The Réntgen-ray skiagrams (Dr. J. Metcalfe) of the 
hands and feet conform to the rule that trophic changes in these parts in 
cases of syringomyelia are practically confined to the soft parts, leaving 
the bones unaffected. There is no kyphosis or deformity of the back, 
There is no acromegaly-like change in the patient’s face, such as has 
been rarely met with in cases of syringomyelia. Though the scab 
formation in the fingers is painless, the patient does suffer from 
subjective pains (some of Morvan’s patients complained of “ neuralgic 
pains ’’), notably what he calls “ sticking pains” in the fingers in cold 
weather. The pupils react to light and accommodation. The knee-jerks 
are somewhat exaggerated. The plantar reflexes are active and of the 
normal (flexor) type. The blood serum gives a negative Wassermann 
reaction for syphilis. There is no muscular wasting. 
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Case of Splenomegaly, with the Clinical Picture of Banti’s 
Disease. 


By F. Parkes WEBER, M.D. 


THE patient, Mrs. 8S. 8., aged 55, a Russian Jewess, was admitted 
under my care on November 6, 1913, with great enlargement of the 
spleen and moderate pyrexia. She said that she had not been feeling 
well for the last year, but for the last three weeks she had been worse 
and had been confined to her bed with general weakness. She had 
suffered from headaches, &c. For the last twenty years she had almost 
constantly had chronic ulcers on her legs. Otherwise she had enjoyed 
good health. She had had two miscarriages and two children ; both 
children died at about 1 year of age, of bronchitis. 

In the hospital: The spleen was hard and enormously enlarged, 
bulging forward and extending downwards to the pelvis (see diagram). 
The patient’s temperature at first varied between 99°4° F. and 101°3° F. 
The pulse-rate averaged about 120, and the respiration about 32 to the 
minute. Examination of the thoracic and abdominal viscera showed 
nothing of importance beyond the splenic condition already mentioned. 
There was a certain amount of expectoration, and the sputum was 
examined for tubercle bacilli by the ordinary and antiformin methods, 
with negative result. The urine (about one litre passed in the twenty- 
four hours) was free from albumin, sugar, bilirubin, and blood, but gave 
positive chemical reactions for urobilin and indican. Blood count (Dr. 
Sons, November 11, 1913): Hemoglobin, 35 per cent.; red cells 
2,336,000 in the cubic millimetre of blood ; white cells 2,200. Of the 
white cells 60°8 per cent. were neutrophile polymorphonuclears. There 
was no poikilocytosis, and no nucleated red cells were seen. After 
December 20, 1914, there was very little pyrexia, generally none at all. 

About January 7, 1914, ascites began to appear, but the patient's 
condition of debility seemed at that time less marked, and the spleen 
appeared to have somewhat diminished in size. The conjunctive had 
a subicteric tinge. Between January 9 and February 10, 1914, the 
ascites was tapped four times, yielding clear ascitic fluid, of specific 
gravity 1008 to 1010. After that there was less tendency to reaccumu- 
lation of fluid in the peritoneum. The blood was examined again on 
February 18 and on March 25, 1914. On both occasions there was 
decided leucopenia present; on the former occasion the white cells 
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numbgred 2,600, and on the latter only 1,800 to the cubic millimetre of 
blood. On the latter occasion the red cells were only 1,940,000 to the 
cubic millimetre of blood, and a few nucleated red cells were seen. 
There was no poikilocytosis or marked anisocytosis. 

Treatment by arsenic, &c., was tried for a time, but in April, 1914, 
the patient’s condition was one of extreme and progressive cachexia, and 
she died on May 4, 1914. The spleen markedly diminished in size 
before the patient’s death. 

At the necropsy the heart weighed 8} oz. and showed a condition of 
“brown atrophy.” Nothing special was noted in the aorta and lungs. 


Diagram to show size of the patient’s spleen. 


There were some pleural adhesions and a little pleural effusion on both 
sides of the thorax. In the peritoneum there were about 4 litres of a 
bile-stained ascitic fluid. The gall-bladder contained yellow bile and a 
few black gall-stones. The liver weighed 484 oz., and microscopically 
there was evidence of passive congestion. The kidneys weighed both 
together 10 oz. and were considerably engorged with blood. The other 
viscera and the lymphatic glands showed nothing special excepting 
the spleen, which I shall now refer to. The splenic vein was not 
thrombosed. 

The spleen weighed 73 oz. and measured 11# in. by 6} in. by 4 in. 
There were old adhesions behind and at the upper pole. It contained 
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some anemic infarcts. The splenic substance was of dark cymson 
colour, and microscopically showed hyperplasia of the lymphatic follicles 
(Malpighian corpuscles), the splenic pulp between the enlarged follicles 
being engorged with blood. No amyloid change was present. Sir W. B. 
Leishman very kindly examined a piece of the spleen for me and stained 
sections by methods which serve to demonstrate parasites, such as 
malarial parasites, trypanosomes, Leishmania, &c., but he could find 
no parasites, and wrote that he could not observe anything very 
striking beyond the marked increase in the lymphoid elements and 
evidence of a good deal of cellular degeneration. 


REMARKS. 


The patient with her splenomegaly, ascites, subicteric tinge of 
conjunctive (suggesting hepatic cirrhosis), leuacopenic anemia and pro- 
gressive cachexia, presented a clinical picture such as might be found 
in a late stage of so-called Banti’s disease. Unfortunately, the findings 
at the necropsy and the microscopical examination throw very little 
light on the real nature of the case, which must therefore remain in 
the numerous group of chronic “ splenomegaly of uncertain stiology.” 
I have elsewhere discussed the various classes of cases presenting the 
clinical picture of splenic anemia (Banti’s disease),' but the present case 
can hardly be fitted into any one of them. In the case, however, of 
a young woman, aged 23, whom I showed at a meeting of this Section 
on January 12, 1912, under the heading “Chronic Splenomegaly of 
Uncertain Origin, with Persistent Leucopenia,”* I have recently un- 
expectedly obtained a pathological explanation. At one time I suggested 
that that young woman’s condition might be termed one of “ anemia 
splenica sine anemid.”” The splenomegaly persisted, though the patient 
apparently enjoyed good health. Towards the end of 1914, iowever, 
she suffered from copious hematemesis, and in January, 1915, she died, 
soon after admission to the London Hospital. Dr. H. M. Turnbull 
kindly informed me that at the post-mortem examination he found a 
condition of complete recent thrombosis on the top of old organised 
thrombosis of the portal tract. He will furnish me with a summary 
of the macroscopic and microscopic findings as a sequel to my notes in 
the Proceedings of this Section. 


' F. P. Weber, ‘‘ A Case of Late Hodgkin’s Disease, with Remarks on various Cases pre- 
senting the Clinical Picture of Splenic Anemia (Banti’s Disease),’’ Amer. Journ. Med. Sci., 
Philad., 1911, exlii, pp. 508-522. 


? Proc. Roy. Soc. Med., 1912, v (Clin. Sect.), p. 113. 
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Clinical Section. 
May 14, 1915. 


Mr. Cuarters J. Symonps, M.S., President of the Section, in the Chair. 


Case of Double Osteotomy of Tibiz Ten Years after Operation. 


By Tomas H. KEttock, M.C. 


PATIENT, a boy, now aged 13. When aged 3, he had badly deformed 
tibia which were much bowed outwards and forwards, and there was 


Skiagram showing present condition of the bones. 
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a separation of the internal condyles of the femora, when the malleoli 
were touching, of 3 in. Open osteotomy of the tibie was performed, 
the fibulew fractured, and the legs put up in plaster of Paris splints. 
The legs are now quite straight, and in the skiagram there is practically 
no indication of where the osteotomies were done, the line of the bone 
being normal. The boy is now in hospital for abdominal trouble’ 
probably tuberculous peritonitis. 


A Form of Self-mutilation of the Penis in Young Boys. 
By Tomas H. Kettock, M.C. 


Some years ago when I was in residence at the Hospital for Sick 
Children, Great Ormond Street, there were in the wards two cases of 
mutilation of the penis; in the one, a boy, aged 8 or 9, had passed a 
metal ring over the glans, which had remained in position for a con- 
siderable time, and had caused so much swelling that it was only 
discovered after incisions had been made; the ring had ulcerated through 
the floor of the urethra, and I well remember the great trouble that 
was entailed in closing the fistula. In the other case, in a boy aged 
about 3, a piece of cotton was found twisted tightly round the centre 
of the glans, and this had also cut the urethra partially across. The 
child asserted that his mother had put it there because he wetted the 
bed. Needless to say, she stoutly denied this, and I think her version 
that the child had done it himself was probably the correct one. 

Within the last few years I have had under my care three cases of 
a somewhat similar character, resembling each other so closely that it 
would appear to be rather a common occurrence. Speaking, however, 
to surgical friends on the subject, I find scarcely anyone seems to have 
met with such cases, and so I suppose they are more rare than I had 
thought. Of the three cases, two were private ones, and one in the 
Great Ormond Street Hospital; in all of them a hair twisted round the 
penis just behind the glans was the cause of the trouble. The last case 
I saw was so typical that a description of it covers the others. The 
patient was a boy, aged 5. When aged 3, he had been circumcised for 
some difficulty in micturition ; soon after the operation there was some 
ulceration behind the glans, but the cause or nature of this was not 
very clear from the history. Eighteen months before I saw him there 
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was evidently something wrong which led the mother to examine the 
penis, and she found a piece of hair hanging round it, as she expressed 
it. The free part of this, about 4 in. in length, she cut off. This did 
not bring about any improvement, and a few weeks before I saw him 
he was fourid to be passing all the urine from an opening on the under 
surface of the penis. 

When I saw the boy, in January of this year, the glans penis was 
considerably enlarged, very hard, and somewhat dusky in appearance ; 
it was almost completely separated from the rest of the organ, the 
isthmus connecting them being only 4 in. across, and the urethra was 
completely divided. Epithelium had grown down both faces of the 
sulcus and across the isthmus, so that there was no raw surface. Under 
an anesthetic the use of a crochet-needle‘at once detected a human hair 
tightly twisted three times round the isthmus. 


Urethra--== 


Diagrammatic longitudinal section of penis. 


The history and condition in the other two cases was practically 
exactly the same, except that no hair had been seen or removed. The 
children had both been circumcised, and there was a long history of 
ulceration and swelling followed by the formation of a fistula, and in 
both of them the urethra was found completely divided. In two of the 
three cases the children had long hair, and I thought what I removed 
was one of their own, but in the case I have described the hair that was 
removed was dark, whereas the child was fair. The mother’s explana- 
tion of this was that the boy slept in the same room as a “ lady help” 
who had dark hair and he might have obtained one of hers. 

The condition in all these cases had been of long standing, and from 
want of recognition of the cause had been allowed to go on until com- 
plete division of the urethra had resulted. My impression is that it is 
brought about by the children themselves; that they twist the hair 
round behind the glans which has been exposed by the circumcision, 
and subsequent erections cause it to cut in, but it is difficult to explain 
why this process should continue until it has divided the urethra. 
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The father of one of the children, writing to me some time later, 
says: ‘‘ Very curiously, the doctor who treated him when he left the 
Home had an exactly similar case recently, but owing to the experience 
he gained with our boy he was able to locate the trouble, and found six 
strands of hair which had cut through to the urethra but had not 
actually cut it.” 

Prevention is of course better than treatment. This is one of 
the troubles that may follow a complete circumcision with permanent 
exposure of the glans, and so is an argument in favour of a modified 
operation where some prepuce is left. Failing prevention, an early 
recognition of the cause and its removal would prevent serious con- 
sequences. When the latter, in the shape of a deep sulcus, a narrow 
isthmus and division more or less complete, of the urethra, have 
occurred, a plastic operation must be performed, and this is a matter 
of considerable difficulty. I am glad to say that in two of the cases 
I have been able to promote adhesion between the divided surfaces and 
re-establish the urethra; in the other case the attempt to do so was 
followed by gangrene of the glans, and so the child is left in the unfor- 
tunate condition of having a penis without a glans, and the possibility 
of trouble with stricture at the opening of the urethra, but fortunately 
up to the present this has not occurred. 
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Srowers (p. 212)—Mr. Witimorr Evans (p. 217)—Dr. 8. E. Dore 
(p. 218)—Dr. F. Parkes WeBER (p. 219)—Dr. A. E. StansFeup (p. 220)— 
Dr. MacLeop (reply) (p. 223). 


June 17, 1915. 
Mycosis Fungoides; Tumours appearing during X-ray Treatment. By E. G. 

Acute Strie Atrophice. By E. Lamine Evans, F.R.C.S. eee eee --. 280 
Oriental Sore (after Treatment). By P. 8. Apranam, M.D. ... on —— 


Pigmentation of Skin for Diagnosis (? Arrested Addison’s Disease). By J. A. 
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F. Parkes Weser, M.D. ... eee 

Congenital Sclerodermia and Sclerodactylia. By E. A. Cockayne, M.D. 


Hydroa Aéstivalis. By G. F. M.B. 
Case for Diagnosis ; so-called Acne Agminata of Crocker. By Davip Watsu, 


By J. H. Stowers, M.D. 
(1) Lichen Planus Atrophicus, Sclerosus et Morpheicus 


(2) Adenoma Sebaceum 


By E. G. Granam Lirtie, M.D. 
(1) Lichen Planus Linearis ... ese one 
(2) Case for Diagnosis. ? Pellagra. ? Addison’s Disease 


Lichen Spinulosus and Folliculitis Decalvans. By S. E. Dore, M.D. ... 


Lichen Planus (Circinate and Atrophic). By Atrrep Eppowss, M.D. 


Pityriasis Rubra Pilaris. By J. H. Sequerra, M.D. ... 


July 15, 1015. 


A Persistent Gyrate Eruption (Erythema Gyratum Perstans). By J. J. 


By E. G. Granam Lirtie, M.D. 
(1) Pigmentation around the Mouth in a Boy, aged 14... 
(2) Multiple Inclusion Cysts of the Epidermis 


By G. F. Sressine, M.B. 
(1) Atrophic Selerodermia and Sclerodactylia, with Nodules of Calcifi- 
cation about the Left Shoulder 
(2) Peculiar Zoniform Nevus of the Right Upper Extremity 


Lupus Erythematosus. By H. W. Barser, M.D. 


Annular Lichen Planus in Two Sisters. By H. C. Samurn 


? Angioma Serpiginosum ina Woman. By E. G. Granam Lirrie, M.D. 


Dysidrosis and Dystrophy of Nails in a Patient with Graves’s Disease. By 
8. E. Dore, M.D. eve eee eee oe 


Case of Sclerodermia, By Dupiry Corserr, M.D. ... ove 


the views put forward in the various papers. 
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